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INTRODUCTION 



1. At their meeting on 13th June, 1961, the Standing Medical Advisory 
Committee agreed to set up a sub-committee to study the future scope of 
general practice. The terms of reference later decided upon were: 

“ To advise on the field of work which it would be reasonable to 
expect the family doctor to undertake in the foreseeable future, having 
regard to the probable developments during the next 10 to 15 years both 
in general practice itself, including its organisation, and in the supporting 
facilities provided by the hospital and specialist and the local authority 
services.” 

The Chairman was Dr. Annis Gillie (general practitioner, London) and 
live other members of the Standing Medical Advisory Committee served on 
the sub-committee: Dr. S. Whately Davidson (consultant radiologist, New- 
castle), Dr. J. N. M. Parry (general practitioner, Cardiff), Dr. A. Talbot 
Rogers (general practitioner, Bromley), Dr. G. W. H. Townsend (Medical 
Officer of Health, Buckinghamshire) and Professor R. E. Tunbridge (Professor 
of Medicine, Leeds University). The following additional members were 
co-opted : Dr. G. O. Barber (general practitioner, Dunmow), Dr. T. S. Eimerl 
(general practitioner, Warrington), Dr. R. F. L. Logan (Reader in Social 
Medicine, Manchester University), Dr. A. J. McCall (consultant pathologist, 
Stoke-on-Trent), Dr. A. M. Maiden (general practitioner, Lincoln), Dr. R. J. 
F. H. Pinsent (general practitioner, Birmingham), Dr. J. Revans (Senior 
Administrative Medical Officer, Wessex Regional Hospital Board) and 
Dr. R. B. L. Ridge (general practitioner, Enfield). 

The Joint Secretaries of the Sub-Committee were Dr. J. E. Struthers, 
Mr. E. B. Midgley (until July, 1962) and Mr. S. H. Findlay (since that date). 
Dr. Goodman (until March, 1963), Dr. Winner thereafter and Dr. Macdonald 
throughout have all contributed greatly to our discussions. Mr. Reed and 
latterly Mr. Bavin have also been most helpful. We record our thanks and 
appreciation to all these officers of the Ministry of Health. 

2. Our first meeting was held on 29th November, 1961, and we have met 
21 times in all. Groups of members visited 16 group practices, health 
centres, diagnostic centres and hospital departments. A list of the bodies 
and individuals who gave written and oral evidence to us will be found in 
Appendix I, and statistical tables illustrating certain points made in our 
report in Appendix II. 

3. Although this is by no means the first committee on general practice 
we still had no factual information about the merits of alternative methods 
of personal medical care, based on detailed studies and operational research, 
and there is a need for this. In its absence we had to rely on such knowledge 
as we possessed of alternative methods used elsewhere and on our experience 
of the long tradition of personal medicine in this country and our faith in 
its value. 

4. The arrangement of our report follows the sequence of our terms of 
reference. After a review of the historical evolution of general practice 
(chapter I) we describe the present situation of the family doctor (chapter II) 
and the field of work we see for him over the next 10-15 years, first in 
response to the general demands of his patients (chapter III), then in 
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obstetrics (chapter IV), mental health (chapter V), research (chapter VI). 
and outside the N.H.S. (chapter VII). In chapters VIII to XIV we review 
the conditions in which this work is carried out — the organisation of the 
practice itself (chapter VIII), personal relations and communications (chapter 
IX), group practices and health centres (chapter X), the distribution and 
recruitment of doctors and career prospects (chapter XI), advisory services 
(chapter XII) and the relationship of general practice to the other branches 
of the Health Service (chapters XIII and XIV). We make suggestions 
throughout for strengthening the support for the family doctor from all 
these sources. In chapter XV we express our views on education for general 
practice and we conclude with a brief summing up (chapter XVI) of what 
are to us the crucial issues. 

5. We have appended to certain chapters a summary of the main specific 
recommendations in the chapter. It would be wrong, however, to regard 
an aggregation of these recommendations as a summary of the contents of our 
report. We ourselves attach at least equal importance to the general views 
we express on the family doctor’s role and approach to his work. These 
views underlie our specific recommendations but do not lend themselves to 
summarisation in this way. 

I. THE HISTORICAL EVOLUTION OF GENERAL PRACTICE 

6. “ General practice is the application of the science of medicine to the 
art of healing in all its aspects, and it involves the whole range of illness 
in mankind.” (Pinsent, R. J. F. H.). 

7. It was not until the 15th century that the ecclesiastical dominance in 
medicine began to wane. The first Act against quacks was passed in 1421 
and the barber-surgeons received their first charter in 1461. In the next 
century the first licensing body, for physicians, was set up (1511), comprising 
the Church and the Universities of Oxford and Cambridge ; the College of 
Physicians of London was incorporated (1522) ; and power to inspect apothe- 
caries’ shops was given to it (1540). By the beginning of the 17th century 
the physicians, surgeons and apothecaries (in 1617) had each their own 
organisation, vested rights and limited spheres. The physician, in his own 
view, prescribed: the apothecary dispensed. The physician was legally 
entitled to practice all branches of medicine but did not do so by custom. 
Apothecaries practised all branches of medicine by custom but were not 
legally entitled to do so. (Yet Pepys’ family doctor was a surgeon, who 
prescribed, though he also discussed his ailments with an apothecary of his 
acquaintance.) Apothecaries visited their patients to administer treatment, 
unlike the dispensing chemist of today. The physicians, who were much 
better— -if perhaps more uselessly— educated, were dominant, regarding the 
surgeons and apothecaries as their technicians. For the masses, the apothe- 
caries were probably the sole source of medical aid— “ the physicians of the 
poor” — and by the 18th century the surgeon-apothecary stock was evolving 
from which the general practitioner of the 19th century was derived. Mid- 
wifery was often combined with surgery. In 1795 it was estimated that in 
London for one patient attended by a physician twenty were attended by 
apothecaries, and the proportion was even higher in the provinces. In the 
same year in Bristol there were 35 apothecaries and 20 surgeons, most of 
the latter being general practitioners who dispensed their own medicine and 
often called themselves “ Surgeon-Apothecaries ”. (Horner, N. G.) 

6 
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8. The Apothecaries Act of 1815 was an important landmark. “ This 
Act created a body of qualified practitioners who were entirely independent 
of the Colleges of Physicians and Surgeons and were entitled to practise 
medicine not merely by sufferance, but by law. Practice on the strength of 
a single qualification was very prevalent (it was even sanctioned by the 
Medical Act of 1858), but after 1815 the standard qualification for the new 
class of “ general practitioner ” became M.R.C.S., L.S.A.” (Bishop, W. J.) 

9. Shortly afterwards, in 1823, the first known reference to “general 
practitioner ” occurred in “ An Essay on the Education and Duties of tire 
General Practitioner in Medicine and Surgery ”. By 1830 the term was in 
common use and in that year the short-lived Metropolitan Society of General 
Practitioners in Medicine and Surgery was established. This Society said of 
their members: — 

“ We are a body of men who exist because the wants of society have 
raised us up. The pure practitioner of surgery, or of obstetrics, can 
subsist only in a populous city. The physician, indeed, earns his bread 
in the country ; but there is room for one physician only, where there 
may be twenty general practitioners.” 

10. From this time, greatly aided by the foundation of the British Medical 
Association in 1832, general practitioners, particularly in the country, rose 
rapidly in public and social esteem, their progress being typified by the 
relative positions of Mr. Perry, the surgeon-apothecary in Jane Austen’s 
“ Emma ” (c. 1815) ; Dr. Lydgate and his rivals in George Eliot’s “ Middle- 
march” (c. 1830); and Dr. Thorne in Anthony Trollope’s novel of that 
name (c. 1855). In 1858 the first Medical Act regulated the profession as a 
whole by establishing the General Medical Council and the Medical Register, 
which enabled the public to distinguish— if it wished— -between the qualified 
and unqualified practitioner. 

11. Little of note occurred in the last forty years of the nineteenth century 
but the first decade of this century saw a great expansion of public schemes 
of personal preventive medicine, through the School Medical Service, the 
Maternity and Child Welfare services and clinics for tuberculosis and venereal 
diseases — the last three receiving an impetus from the First World War. The 
lack of interest shown by the profession forced local authorities to man these 
services with whole-time doctors rather than general practitioners. 
(Newsholme, Sir A.) 

12. But the great event of this period was the introduction in 1912 by 
Lloyd George of a National Health Insurance scheme. Bitterly contested 
at the time, it significantly provided la family doctor service for the com- 
pulsorily insured worker and marked a large incursion of the State into 
the provision of medical care on a national scale. 

13. The creation of a Ministry of Health in 1919 indicated the growing 
interest of the central government in the provision of medical services and 
Neville Chamberlain’s Local Governmant Act of 1929 aimed at abolishing 
the administrative distinction between, the sick pauper and the sick person, 
a distinction in force since the reign of Elizabeth I. 

14. The Second World War marked the rapid development of the Welfare 
State concept — the Beveridge Report of 1942 being the only best selling 
“ Blue Book ” on ia. social subject since Chadwick’s famous “ Report on 
the Sanitary Conditions of the Labouring Classes ”, published exactly one 
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hundred years before. As a result the organisation and conditions of general 
practice were greatly modified by Aneurin Bevan’s National Health Service 
Act, which came into force on the 5th July, 1948. 

15. On the one hand, domiciliary medical care was extended to the whole 
population, “ from womb to tomb ”, free of charge and irrespective of insur- 
ance. On the other, the hospital and local authority services complementary 
to general practice were provided for all on the same basis and under the 
same unified — but not uniform — National Service. This evolution-^some 
would call it revolution — provided inter alia built-in mechanisms for ensur- 
ing that the Minister who is responsible to Parliament for the National Health 
Service received adequate professional advice. This Sub-Committee is a part 
of that mechanism. 

16. To sum up, general practice evolved and continued because it was 
needed. It became a specialty in its own right, if only as that branch of 
medicine which did not specialise but provided a personal medioal service 
for the “ whole ” patient in his total environment. In spite of vast changes 
in organisation, the basic need for the general practitioner remains unaltered. 

A short bibliography of works on this subject will be found in Appendix 
III. 



II. THE PRESENT SITUATION 

17. Whatever the developments in the scientific and clinical aspects of 
medicine in the world during the next 10 to 15 years, however great the 
social and environmental changes in this country, human reactions to birth 
and death, sickness, disability and ageing change very slowly. It is against 
this background that the Sub-Committee has tried to consider its terms of 
reference and make recommendations. 

18. In contrast to this the advances in medical land scientific knowledge 
have been almost explosive during the last 20 years. The results in survival 
of the less physically fit and the aged have added to the scope, but also to 
the load, of the family doctor’s work. This increased load is the central 
problem in general practice today. Furthermore, the interest in popular 
medical information has increased the demands made by the public on the 
medical services. Though mortality remains at 100 per cent, the non- 
medical man and woman often hope that death can be postponed almost 
indefinitely and illness rendered tolerable. 

19. Another factor is that doctors have very varying personalities and 
develop different methods of working. Family doctors may be extreme 
examples of this, and to some extent do their work best in their own way. 

20. We believe that the following objectives can be achieved in the 
next 10 to 15 years: — 

(i) Greater application of scientific medicine to domiciliary 
practice and medico-social problems. 

(ii) Greater interchange of medical personnel between those 
engaged in domiciliary care, the hospital and the preventive 
health services. 

(iii) Greater experimentation in the methods of organising 
domiciliary care, and 
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(iv) Considerable expansion in the opportunities for continuing 
and developing medical education. 

21. The family doctor is normally approached direct by the patient, 
and his work has three aspects: — 

(i) He is the patient’s first line of defence in times of illness, 
disability and distress from birth to death. In most of these 
episodes he is the only doctor who is needed. His work in 
the surgery and the patient’s home includes diagnosis, advice 
and treatment in acute illness, chronic illness and the enfeeble- 
ment of age and in apparently trivial ailments. 

(ii) He acts as the essential intermediary in the transmission of 
specialised skills to the individual. Without this function of 
the personal doctor the hospital service can be used wastefully, 
even damagingly to the patient. This involves assessment of 
patients’ requirements and selection of the appropriate con- 
sultant and department. The family doctor must interpret the 
patient, his problem and circumstances to the consultant, 
explain the need for hospital service and its possibilities to 
the patient and ensure the necessary communication with all 
concerned including the relatives. It is he who secures the 
essential after-care in the training of the patient in recovery or 
adjustment to handicap and co-ordinates the available 
resources to this end. 

(iii) The family doctor is the one member of the profession who 
can best mobilise and co-ordinate the health and welfare 
services in the interests of the individual in the community, 
and of the community in relation to the individual. 

22. To develop these three functions the family doctor must have 
continuing responsibility for the medical needs of each individual in his 
care, and the structure of the National Health Service emphasises this. 
He is responsible for the maintenance of health as well as being available 
on demand for treatment of disease. He must therefore be constantly 
aware of the range of medicine today and alert to its developments. This 
is in contrast to the inevitable fragmentation of medical knowledge in the 
rapid development of the specialties. The family doctor has educational 
obligations if he is to carry out this co-ordination. He must be specially 
trained, like any other specialist, to equip himself for general practice. 
He must be able to continue his own education as a normal part of his 
professional life and educate his patients in matters of health and adjust- 
ment to disabilities and in the rearing of their families. He can add to 
the knowledge of his colleagues and juniors in all branches of the pro- 
fession by his understanding of medical practice in the home and working 
environments. 

' 23. The present system of domiciliary medicine in this country has 
developed gradually and become traditional. It has been associated with 
the concept of community responsibility and service, without which the 
National Health Service would scarcely be viable. It has the advantage 
of continuity of care, available according to choice and circumstances. 
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Emphasis on the patient’s background, with the close personal relation- 
ship that the doctor and his supporting staff can develop with individuals 
and families, can provide stability and adjustability in the practice of 
medicine in the context of social change and new developments in clinical 
science. 

24. The foregoing paragraphs form the basis of our consideration of 
the field of work of the family doctor in the foreseeable future, his 
training for it and the maintenance and development of his professional 
quality. When examining the problem and visiting practising doctors we 
found that certain difficulties and limitations constantly recurred. Though 
we recognise that difficulties of some kind must exist in any field of 
professional work we thought it would be helpful to set out in some detail 
those we have found in general practice. 

25. The difficulties and limitations of a family doctor in his work can 
be grouped as social, professional and economic ; 

(i) Social 

Many family doctors feel isolated in the community in which they 
work. The nature of the family doctor’s professional work, involving 
as it does an intimate knowledge of his patients, is apt to isolate him 
to a greater degree than occurs with other responsible professional 
people. His patients wish to place him on a pedestal as their chief— 
often their only — guide and counsellor. Paradoxically their claims for 
help in day-to-day medical needs lead to his abrupt descent from this 
artificial height, especially where matters of prescription and certi- 
fication are involved. The introduction of the National Health Service 
has subtly altered the patient-doctor relationship. This changing 
approach has destroyed some of the father figure, and while this is 
not necessarily a bad thing the change must inevitably undermine 
the self-confidence of the doctor to a certain extent. The ambivalent 
attitude of the public is complicated by comparison of the family 
doctor’s relatively limited techniques with the marvels demonstrated, 
for example, in television programmes. The general rise in the level 
of education has diminished professional authority of all kinds. In the 
past the doctor was often one of the few people in a community who had 
had a university education and certainly one of the very few with a 
scientific training. The barely tolerable pressure on the family doctor, the 
length of has working day and his 24-hour a day responsibility, in con- 
trast to the general five-day week and shorter working hours, contribute 
to his loneliness. They limit his opportunities for social life, sharing of 
cultural interests and participation ini community activities, and un- 
doubtedly affect the life of his wife and children to a significant degree. 

(ii) Professional 

The professional limitations are comparable to the social ones but are 
perhaps more vital because they tend to undermine his professional stand- 
ing not only in the estimate of his patients but also in his own. The rapid 
advances in medicine have revolutionised the techniques of practice, 
not merely by changing the pattern of disease, some diseases disappearing 
and others appearing, but even more in the complexity of the techno- 
logical aids available and the meed for teamwork. This complicates the 
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professional relationship today between patient, family doctor and con- 
sultant. Furthermore, an increasing number of patients are fully versed in 
some of the technological advances and many others have seen them 
demonstrated on television without a proper understanding either of the 
biological process or of the fact that in medicine there is very rarely 
black and white and all too frequently only minor variations of grey. 

If the doctor does not make personal contact with the local hospital 
community as soon as he is established in practice he may never achieve 
it. The subtle changes of vocabulary and outlook in specialist medicine 
can contribute to the diffidence he feels in entering hospitals by grace and 
not as of right, even if he had enjoyed that right as a junior hospital 
officer only a short time before. A personal relationship between family 
doctor and consultant, whether based on open access to diagnostic depart- 
ments, consultation in the home or an opinion from a hospital depart- 
ment, makes it easier to relate the consultant’s advice to the patient’s 
problem. Even a partnership or group can become isolated from neigh- 
bourhood colleagues unless professional contacts are actively cultivated. 
Remedies are in the family doctor’s own hands, and when these are used 
to the full his contribution to the study of disease is greater and he can 
avoid developing rigidity of mind and narrowness of interests. 

(dii) Economic 

The economic difficulties of the family doctor in carrying out his work 
are fundamental and have recurred at every stage of our investigation. 
We arc aware that the subject of professional remuneration is outside 
our terms of reference. Nevertheless we feel obliged to refer to it in 
principle wherever we are convinced that the present system adversely 
affects the value of the family doctor’s work, both actual and potential. 
Many doctors know that a list of patients adequate for financial security 
is too large for them to achieve the standard of work that they desire. 
Although mature judgment is as important in general practice as in any 
other profession no increased payments or privileges are granted for 
seniority and experience. Recruitment to general practice may be adversely 
affected when young doctors note the marked difference between the total 
career earnings of family doctors and consultants, as set out in paragraph 
121 of the Royal Commission’s report.* The present method of remunera- 
tion offers scant encouragement to good doctoring, since the heavy ex- 
penses required for a high standard of premises, staffing, equipment and 
organisation have to be met from the doctor’s gross income and there is 
no incentive, save that of his own professional conscience, for him to 
spend money on these items. The entry of young doctors to general 
practice has fallen in the last few years. This is shown by the small 
number of established principals under the age of 35 — less than 15 per 
cent on 1st October, 1962, and by the decrease in the number of assistants 
(1,689 in 1952 and 1,020 in 1962). The shortage is reflected in the limited 
field of applicants for advertised vacancies, the growing difficulty of 
obtaining an assistant with or without a view to partnership and the 



* Report of Royal Commission on Doctors’ and Dentists’ Remuneration, H.M. Stationery 
Office, 1960, price 15s. Od. (15s. lid. by post). 
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problem of securing a deputy at any time. Meanwhile the field of work 
for family doctors continues to expand. The rise in population with a 
high birth rate and the greater number of survivors into old age increase 
the two groups which need medical help most. The number of live births 
in 1962 was over 25 per cent greater than in 1955 and the increase is 
expected to continue ; and over half of those who die are over seventy. 

Advances in medical knowledge enable family doctors to undertake a 
wider range of treatment than before. Earlier discharge of patients from 
hospital adds to their load of responsibility for after-care. In addition 
opportunities are proposed for family doctors to contribute to, and gain 
experience in, the preventive and hospital fields of medical work. The 
family doctor is recognised as the member of the profession who is re- 
sponsible for the comprehensive care of each of his patients. He more 
than any other can ensure integration of the divisions of the Health 
Service, but to do this inevitably involves him in further expenditure of 
time and energy. 

III. WHAT THE PATIENT REQUIRES OF HIS 
PERSONAL DOCTOR 

26. It has been estimated that some 90 per cent of all medical 
episodes are handled from start to finish by the family doctors in this 
country. The conditions they treat range from serious illnesses, acute or 
chronic, to apparently minor complaints. Patients present themselves in 
rapid succession ; the symptoms of which they complain vary widely in 
type, severity and location in the body. Diagnosis of the passing dis- 
comfort, injury or infection may be exact, presumptive or uncertain and 
the treatment may range from nil, via reassurance and placebo, to the 
specific. 

27. One big section of the doctor’s work, chronic complaints and 
handicaps, can be viewed more constructively if full advantage is taken 
of intermittent contacts with the patient and his family. Diseases which 
can be modified but not cured may be foreseen at an early stage when 
continuity of supervision is practised. Activity can be maintained to a 
varying degree by developing the patient’s understanding of the need for 
adjustment of his working life and home background and habits. Both 
the patient and his family have to learn to live with and tolerate the 
disability. 

28. The care of the aged people on his list involves the family doctor 
in considerable and continuous responsibility, which is probably greatest 
in closely populated areas. Men and women over the age of 65 form an 
increasing proportion of the population, and have fewer and busier young 
relatives to cherish them. The increasing dispersal of families tends to 
increase still further the isolation of the elderly and for those who are by 
nature rather timid and reserved tends to enhance their loneliness, so that 
they are often unaware of the facilities available to help them or how to 
obtain them. 

29. In the management of this section of his practice teamwork 
between the doctor and the preventive service is essential. Only active 
co-operation with health visitors and social workers can discover all 

12 
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these solitary old people, uncover their problems and make it possible 
for some solutions to be found. The supply of a daily hot meal, home 
help, chiropody, day clinics and centres should all be available to give 
support and so reduce the doctor’s own work. 

30. Preventive and educational work in middle age and later can 
anticipate much deterioration, give guidance and provide antidotes in 
many involutional disabilities. Above all the old person’s link with his 
own doctor often provides the only channel connecting him with the 
stream of community life, which prevents mental and physical stagnation, 
inimical to health at any age. The family doctor, with his ancillary 
workers from the local authority, can reduce the number of long-stay 
patients in geriatric wards, lessen the severity of mental confusion and 
secure reasonable after-care following a short stay in hospital. 

31. Incurable and progressive illness and the care of the dying must 
remain a test of the family doctor’s skill in using the art of medicine ; 
skilled perception, sensitive communication and moral support of the 
patient and his relatives must be allied to the application of medical 
science. Here especially awareness of the emotional background and 
social picture is invaluable. 

32. In rehabilitation, convalescence and resettlement greater use of the 
personal doctor could and should be made, with the co-operation of the 
disablement resettlement officer. Much of the value of treatment in 
hospital can be lost in the weeks before return to work. After severe 
illness, of whatever type, plans to secure maximum recovery towards a 
return to full activity can be made most effectively if the doctor already 
knows the individual’s normal capacity in health, his emotional make-up 
and his circumstances. In cases where recovery cannot be complete 
detailed adjustment to daily living and working can be made more easily 
when the doctor is already aware of his patient’s qualities and difficulties 
of background. 

33. Many complaints have little or no organic basis but are an 
expression of emotional malaise, superficial or deep, passing or chronic. 
Many people are unwilling to admit the anxiety behind the complaint, 
yet crave for help. Some are wholly unaware of the relevance of the 
underlying emotional distress to their physical symptoms. A large number 
of these cries for help for physical ailments are an expression of un- 
diagnosed depression, whether reactive or endogenous. Yet it is true 
that an important group of patients presenting with a minor symptom 
exhibit the onset of serious physical disease. 

34. The apparent trivialities of demands on his time are a daily 
challenge both to the family doctor’s full clinical capacity and the main- 
tenance (as years pass) of his enquiring mind. To the young doctor the 
number and variety of these appeals for help, with their brevity and 
endless repetition, are in baffling contrast to the illness that he has seen 
under hospital conditions. The older doctor runs the risk that his 
empirical skill in dealing with the greater number blunts the alertness of 
his critical sense to unusual cases. Because of the success with which 
many minor problems can be firmly and beneficially disposed of there 
is the risk of overlooking the organic, psychological and social background 
and significance in others. 

13 
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35. These cases in their multiplicity and variety offer the family doctor 
a great range of opportunity and enable him to undertake the husbanding 
of the health reserves of the flock of people registered with him. As 
these patients present themselves history, temperament, physique and 
background can be assessed to some extent, supplementing the information 
secured ideally when the individual originally registered with the doctor. 
Opportunities can be taken to record physiological data which form the 
baseline for noting future deviations. Thus the fundamental information 
for sorting vulnerable groups. for future and continuing observation can 
be obtained. The chronic complaints of susceptible individuals and the 
problems of ageing can be anticipated in the earlier and middle years, 
and modified to some extent by counselling and adjustment of patients’ 
attitudes. Co-operation of individuals in the management of their physical 
and emotional difficulties can be gained and — still more important — 
co-operation over family problems and developments. 

36. As the years pass the doctor gets to know his patients better and can 
make cumulative use of their multifarious passing claims for advice. By 
intermittent guidance, development of the patient’s own good sense and 
confidence reduces the number of unnecessary demands. Recurrent checks 
on special systems can be introduced with minimal expenditure of the doctor’s 
time. 

37. Certification for statutory purposes is considered to be a somewhat 
wearisome duty, not part of the essential practice of medicine. It should, 
however, be regarded not only as a duty, but as a recurring opportunity 
for further assessment and guidance, both of short-term and (especially) of 
long-term cases. The need for a certificate is the only thing that makes some 
patients who need medical care see their doctor. 

38. The practice of obstetrics affords an example of care and responsibility 
for vulnerable groups, as well as offering valuable opportunities for family 
counselling. This subject is dealt with in detail in chapter IV. 

39. The modern policy of encouraging individuals suffering from mental 
subnormality or psychiatric illness to be cared for increasingly in the 
community places great responsibility upon the family, doctor and upon his 
skill in obtaining and sustaining the co-operation of the relatives. This 
range of special problems is discussed in chapter V. 

40. Acute illness, though insistent in urgency of demand, no longer imposes 
such a sustained load on the family doctor’s initiative, goodwill and fore- 
sight. The management of most severe infections is now satisfyingly within 
his range provided that he has full access to diagnostic services and 
opportunities for discussion and consultation. Acute illness stimulates the 
doctor’s professional capacity in every respect. 

41. The doctor’s major difficulty is often the limitation of nursing help. 
Where the patient requires continuous skilled nursing, perhaps for only a few 
days, the need for hospital beds for the family doctor to continue treatment 
is paramount. Hospital beds for these cases should be available close to the 
practice area if the family doctor is to have clinical responsibility. For 
the very young and the very old this proximity to home is of special benefit, 
and the dying should not have to end their days far from their families. We 
deal with this subject more fully in chapter XIV. 
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42. All patients admitted to hospitals with specialist staffs must be 
detached from their family doctor to some degree. It is important for the 
patient that this detachment should be offset, wherever possible, by regular 
visits from his doctor, and this connection with the patient’s home environ- 
ment helps the medical and nursing staff of the hospital. Earlier discharge 
now imposes the care of convalescence more completely on the family doctor. 

43. In many countries home visiting has almost disappeared and the 
acutely ill are brought by car or ambulance direct to the consulting room 
or hospital. Among British doctors visiting is a national habit, based on 
a long tradition in the profession that cases of acute illness should be visited 
and treated at home, when home nursing is adequate and the special facilities 
and techniques available only in hospital are not required. Within this 
country, however, there are wide variations in the time spent by family 
doctors on home visits, and extremes as far apart as 10 per cent, and 50 
per cent, of working time have been quoted. These variations depend upon 
many factors — geography, distance, availability of transport, local habit 
and the doctor’s personality and professional outlook. Visiting by the 
doctor is costly in time. It is valuable to the patient in comfort and 
sense of security and to the doctor for the knowledge that it gives him 
of the home circumstances. Excessive claims on the doctor’s obligation 
under his terms of service to visit his patients when requested are often 
reported. Though abuse undoubtedly occurs, the true emotional basis of 
an apparently frivolous demand can often be worth elucidating, especially 
when it is made out of hours. 

44. There have been no planned studies of what is achieved by the doctor’s 
presence in the home as against the value of his time to the larger number of 
patients that he could see in his consulting room. It is obvious that there 
is a limited total amount of medical time, and the more of it is used by 
unnecessary visits the less there will be for useful work, but we have no 
factual evidence on which to base a recommendation about the best use of 
this time. 

45. The load on the doctor can be lightened by a rota of partners for 
emergency calls, the partner on duty giving full information when he hands the 
patient over to his own doctor for further care. Visits can be reduced when 
nurses work with doctors and are in touch with them daily, and they can tell 
the doctor when it is necessary for him to visit again. The co-operation of 
patients can be gained by instilling confidence, tempered by reasonable 
caution, so that late panic calls are avoided as far as possible. An appoint- 
ment system helps to reduce the demand for visits, as many patients who are 
too sick to face a long wait in a crowded waiting room have relatives or 
neighbours who can take them by car to the practice premises for a few 
minutes at an arranged time. 

46. An important justification for the tradition of visiting is that every 
individual is the product of his family and home. The knowledge and insight 
of a family doctor can be fully applied only if he has some personal experi- 
ence of the varied home backgrounds and reactions in their homes of his 
patients. This applies especially when he is advising on the family problems 
that confront him, concerning children, adolescents and the aged. 
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47. Family doctors, working singly or in groups, often develop special 
clinical interests that are not the direct result of their patients’ demands, 
though closely related to them. Members of partnerships and group prac- 
tices who do this can form a team to some extent, with each member con- 
centrating on a particular type of work. There is a natural growth of 
preventive medicine in connection with many of these subjects, and the work 
within the practice is often linked with some form of hospital or local 
authority appointment in the same subject. In its simplest form the doctor 
allocates la special time to those patients requiring more detailed examina- 
tion. As his interest and skill develop in a special direction his partners 
may refer a particular group of clinical and social problems to him. 
Examples include problems of ageing, neurosis, diabetes, cardiac disease, 
minor gynaecology, disturbances of adolescence and middle age, problem 
children and families, or (more rarely) dermatology or orthopaedic 
difficulties. 

48. The work of general practitioner obstetricians, discussed in chapter 
IV, brings with it intimate acquaintance with young families. The 6ame 
family doctor tends to undertake a session in the surgery for infants and small 
children. A health visitor attadhed to him for this work extends its practical 
detail and value. Family planning advice and counselling in marital diffi- 
culties are natural extensions of work with young families. If there is a 
woman partner the bulk of this work is usually referred to her, especially 
when no Family Planning Association clinic is near. Family problems and 
difficult school children tend to be handled by the same doctor, with support 
from a health visitor or social worker. 

49. Doctors working in the supplementary ophthalmic service find partic- 
ular satisfaction in this specialty, due perhaps to its precision and detachment 
from general practice. They should always be associated with the ophthal- 
mic department of a hospital. 

50. Patients have the right to a proper degree of skill in any surgical 
procedure that they need. Many family doctors find satisfaction in performing 
minor surgery and claim a saving in the time of patients and hospitals, 
especially when distances are great and out-patient departments are crowded. 
Some family doctors who have had good surgical experience during their 
hospital training continue to develop this skill by part-time work in an 
accident and emergency department. A doctor with suoh experience often 
becomes a member of a group praotice and does a considerable amount of 
minor surgery for the group. This service is recognised by the provision of 
minor operating theatres in some group practice and health centre premises. 
Similar theatres could usefully be provided in. district hospitals which have 
general practitioner units and in peripheral diagnostic centres. We emphasise 
the need to recognise the limits of such planned minor surgery and the need 
for suitable premises, equipment and staffing. 

51. The family doctor must always be able to make a prompt assessment 
of the needs for the treatment of each patient — whether his own resources 
of advice and prescription or the mobilisation of whatever is required of the 
social or hospital services. His emotional reaction to repeated medical 
demands which he finds to be unjustified may provoke an antagonism, with 
numbing of the clinical senses. This may impair his action in a subsequent 
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situation where acuteness of perception is vital. Family doctors are at con- 
tinual risk in this respect, and for this reason especially need mental refresh- 
ment and professional contact witih other doctors. 



IV. THE FAMILY DOCTOR AND THE OBSTETRIC SERVICE 



52. Every family doctor is responsible for securing for his patients the 
best supervision, and management of pregnancy, delivery and puerperium. 
When he undertakes ante-natal care the highest standard is the only standard 
to be considered ; that indicated in the Memorandum on Maternal Care* 
should be regarded as the minimum in this respect. 

53. The decision on the place of delivery must be modified in the light of 
the results of ante-natal examinations at the earliest stage consistent with 
the findings. The home conditions and social circumstances of the expectant 
mother are equally important factors in making this decision. Every woman 
is entitled to conditions of maximum security for delivery and a serene and 
happy atmosphere, whether in hospital or at home. Confinement at home 
will continue to be the choice of some mothers. 



54. The wholly desirable and increasing recognition by intending general 
practitioners of the need for additional experience in obstetrics before they 
became established has led to an increasing demand for more resident hospital 
appointments after registration. In our opinion the number of these posts is 
grossly inadequate to secure the minimum of six months resident obstetric 
training for the future general practitioners who want it. General prac- 
titioners must be granted the right to maintain and develop their experience 
by working in an obstetric unit, either mtarmitteotly at refresher courses or 
regularly with a hospital contract. This essential inter-relationship can be 
achieved by educational attachments, resident refresher courses, clinical 
assistantships (sometimes with rota duties) and staff appointments. Thus 
the same family doctor can attend confinements with full clinical responsi- 
bility in the women’s homes or in general practitioner beds, and also work in 
the district hospital where he is a member of the hospital obstetric team. 
General practitioner obstetricians need opportunities to work in hospitals, 
and for their part the hospitals must open their doors to them if the obstetric 
service is to secure full safety for mothers and children. 

55. The need for a considerable increase in the number of general prac- 
titioner obstetric beds is supported by the findings of both the Cranbrook 
Committeet and the Porritt Committee4 Paragraph 258 of the Cranbrook 
Committee’s Report reads : 

“ We are of the opinion that the extra beds required to enable the 
hospital confinement rate to be raised to the suggested average of 70 per 
cent of all confinements should, where possible, be general practitioner 
beds, and where that figure obtains already some of the existing beds 
should be made available for general practitioner obstetricians. We 
consider that all general practitioner obstetricians should have access to 
general practitioner maternity beds.” 



* Memorandum on Maternal Care under the Maternity Medical Services, prepared on the 
advice of the Standing Maternity and Midwifery Advisory Committee and issued to general 
practitioners with E.C.N. 410, October 1962. , 

t Report of the Maternity Services Committee, H.M. Stationery Office, 1959, price 6s. 6d. 

A Reviewer the Medical Services in Great Britain, Social Assay, 1962, price 18s. Od. 
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56. The distribution of general practitioner obstetric beds, both new 
and already existing, is most important, as in this specialty more than in any 
other it is essential to have the bed reasonably near to the family home. 
The Hospital Plan* offers a new opportunity for general practitioner beds in 
district hospitals in most urban areas. In many rural areas and scattered 
townships, however, the distance from the mother’s home would be too great 
unless local obstetric units are retained to a greater extent than the Plan, as 
published, indicates. Few general practitioners are able to attend women 
in labour at a driving distance of more than, at most, thirty minutes from the 
centre of their practices, and probably less in most cases. 

57. Hospital beds are available for mothers with medical priorities. There 
must also be sufficient for those who need them on social grounds and, 
ideally, for those who wish to be delivered in hospital. From what is said 
in the Revision to the Hospital Planf it appears that for some time to 
come there will in some areas be severe pressure on the beds available. This 
seems to be due in part to an expected rise in the birth rate resulting 
from the increasing tendency to marry young and start a family early and 
from the high birth rate just after the war ; and in part to increasing pressure 
from the public for hospital confinement. Such circumstances emphasise the 
need to make the best possible use of the beds that exist, and we have con- 
sidered the part to be played by the family doctor in the reduction of length 
of stay. Early discharge, whether 48 hours after delivery or a few days 
earlier than is traditional, is acceptable if the mother has been prepared for 
it before delivery, if the family doctor and the local health authority are 
consulted in advance and if home conditions are satisfactory: the family 
doctor is then willing to take over responsibility for the care of mother and 
child, with the help of the staff of the local authority. The extent to which 
early discharge can be practised safely depends upon the degree of integration 
of the family doctor with the obstetric service as a whole. It is essential 
that studies should be undertaken urgently on the advantages and disadvan- 
tages of different lengths of stay, and flexibility in the light of the circum- 
stances of each case must be retained meanwhile. 

58. Unless patients for hospital delivery are properly selected the family 
doctor may be faced with domiciliary confinement of unsuitable cases or in 
unsuitable surroundings. We recommend that hospitals should not book 
cases on social grounds without prior reference to the local health authority, 
in consultation with the family doctor. Selective booking is much to be 
preferred to leaving the family doctor to secure admission as an emergency 
when necessary. 

59. Domiciliary midwifery makes home confinement possible when the 
mother prefers it, home conditions are good and labour is expected to be 
normal. Satisfactory arrangements for delivery at home depend on continuing 
co-operation between all members of the obstetric service and especially on 
an adequate home help service. We are pleased to note that the need for 
many more home helps is stressed in the Command Paper recently published 
on the development of community caret Proper selection of patients for 

* A Hospital Plan for England and Wales, H.M. Stationery Office, 1962, price 18s. 6d. 
(19s. 3d. by post). 

t A Hospital Plan for England and Wales (Revision to 1972-73), H.M. Stationery Office, 
1963, price Is. Od. (Is. 3d. by post). 

t Health and Welfare : The Development of Community Care, H.M. Stationery Office, 1963, 
price £1 4s. (£1 5s. by post). 
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home confinement can greatly reduce the risk of unexpected complications, 
but can never entirely eliminate it. For this reason consultation must be 
easy and the emergency obstetric services or “ flying squads ” provided by 
hospital authorities will continue to be needed. 

60. Attachment by the local authority of midwives and health visitors 
to work with general practitioners will secure integration throughout the 
whole period of maternal care. The practical application of this association 
will be ensured by the developing opportunities for communication, discussion 
and consultation between all concerned on both a formal and an informal 
basis, 

61. The work of family doctors and midwives must be backed by constant 
review of its effectiveness and the conditions in which it is done, both 
nationally and locally. There is therefore need for continued operational 
investigation, with opportunities of representation for the Ministry, local 
health authorities and family doctor and hospital obstetricians, to ensure 
that the efficiency of this part of the National Health Service is maintained. 
As an example of this need it would help the general practitioner con- 
siderably if all his requirements in blood testing — Rh. factor, haemoglobin 
estimation and serological tests — could be met by one laboratory. The risks 
to mother and child that appear to be associated with multiple ante-natal 
care could be reviewed in the same manner. (In this connection we welcome 
the recent introduction of the co-operation record card for maternity patients.) 
The factors involved in the high mortality and morbidity rates for mother 
and child in social class V should also be investigated, and there should 
be a continuous survey of all perinatal mortality, as of maternal mortality. 
Research should not be confined to the domiciliary service. We have already 
drawn attention to the urgent need for study of length of hospital stay, and 
factual evidence is needed also on the respective merits of hospital and 
home confinement and the best methods of selection of patients for each. 

Summary of Main Recommendations 

1. For the training of future general practitioner obstetricians many more 
post-registration hospital posts are required (paragraph 54). 

2. General practitioner obstetricians must all have opportunities of various 
kinds to work and study in hospitals and to attend to their patients in general 
practitioner maternity units within a reasonable distance of their practice 
centres (paragraphs 54-56). 

3. Hospital maternity beds are needed in sufficient numbers to meet 
social as well as medical needs and (ideally) the wishes of mothers (paragraph 
57). 

4. Studies of the effects of variations in the length of stay in hospital after 
delivery are urgently required (paragraph 57). 

5. Patients for hospital delivery ishould be properly selected, and the local 
health authority and the family doctor should be consulted before cases are 
booked on social grounds (paragraph 58). 

6. Mothers confined at home and those discharged early from hospital 
require an adequate home help service and there must be easy communica- 
tion with hospital obstetric staff (paragraph 59). 
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7. The obstetric service must be integrated through the family doctor by 
attachment of local authority staff (paragraph 60). 

8. Continuous operational research is required on all aspects of the 
obstetric service (paragraph 61). 

V. THE FAMILY DOCTOR AND THE MENTAL HEALTH 
SERVICES 

62. In his practice every family doctor must be concerned with people 
who are emotionally uneasy or mentally ill. Their numbers are large 
enough to constitute a serious problem, and in dealing with it he is handi- 
capped by a severe shortage of trained supporting staff and at times by his 
own lack of psychological training and understanding. 

63. There is inevitably some degree of anxiety, expressed or suppressed, 
associated with all episodes of illness and accident. Man’s intelligent direc- 
tion of anxiety arising in unfamiliar situations has been the main factor in 
his survival throughout the ages. One of the family doctor’s functions is to 
recognise this normal anxiety at an early stage and direct and transform it 
into the drive to recovery. Morbid anxiety or depression is, however, the 
basis of much neurotic ill-health and is often the result of frustration and 
painful emotions of which the patient is ashamed. When anxiety or 
depression of this type is overlooked or ignored additional, unformulated 
claims on the doctor’s time follow readily. Neurotic illness arising during 
an emotional crisis in the patient’s life can often be treated by the doctor 
him self if he has the necessary insight and interest. Additional training to 
use his beat to the full is important, and generosity in spending his time in 
the early stages is unavoidable. While in the work of relieving normal 
anxiety the family doctor can be greatly helped by such people as the health 
visitor, district nurse and social worker, in the case of morbid anxiety and 
neurosis the doctor must work alone. The greatest need here is for the 
patient to know that his every confidence will be respected. 

64. Many mentally subnormal and even some severely subnormal patients 
are living in the community. The stress on parents, brothers and sisters can 
make heavy demands for help which the family doctor is best fitted to give 
or to mobilise. Often he alone can supply guidance and support, to 
encourage the family to tolerate the patient and to reduce the associated 
emotional instabilities which can be a greater handicap than the patient’s 
intellectual limitations. We welcome the proposals in the Command Paper 
on Health and Welfare for substantial increases in hostels and training centres 
for the subnormal. Until these fully materialise there will be in most areas 
an increasing burden on the f amil y doctor. 

65. The needs of a psychotic patient for consultant diagnosis and treat- 
ment and for protection, as well as the disturbing effect of his illness on those 
around him, can involve the family doctor in urgent crises and prolonged 
difficulties. Arrangements for admission and co-ordination of available ser- 
vices for support of all concerned are initiated by him. The shortage of 
psychiatrists and psychiatric social workers and the difficulty of obtaining 
prompt admission to hospital can complicate and prolong his responsibilities. 
These needs must be met by the mental health services. The policy of earlier 
discharge of psychotic patients from mental hospitals, emphasised by the 
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Mental Health Act of 1959, is being implemented before local authorities 
have been able to provide adequate services for the care of these patients 
in the community. Shortage of time, finance and preventive service officers 
are all responsible for this lag. Slowness to realise how much is involved 
may be a cause of delay as well. 

66. The essential conditioning of the patient’s family for his return 
home can be better achieved by co-operation with the family doctor. Prompt 
communication with him before discharge is therefore essential. The period 
of resettlement of a psychotic patient in the community is an unstable one 
both for him and those near him. Special resources of advice and guidance 
must be called upon for a short time if it is to be successful. Relapse is 
characteristic of much psychotic illness. Readmission today is often more 
difficult than the effort to obtain admission in the first place. Rigid catch- 
ment areas complicate this, as well as limiting the availability of individual 
psychiatrists for domiciliary consultations. 

67. We draw attention to these difficulties in the hope that recognition 
of them will lead to a more rapid fulfilment of the intentions of the Mental 
Health Act. 

68. We believe that continuity of care is desirable for patients suffering 
from mental disorder. This means that the role of the family doctor is of 
primary and increasing importance as realisation, by the public as well as 
the profession, of the significance of psychological features in health and 
illness grows. The present trend towards community care for the mentally 
disordered usually means care in their homes. This puts a heavy and 
increasing load on the family doctor, who must be in charge of the patient. 
All the services (at present often inadequate) provided by clinics, hospitals, 
local authorities, employment officers and voluntary workers exist to support 
the family doctor and should be co-ordinated through him. 

69. The mental welfare officer is his most valuable ally. He should be 
notified of the proposed discharge of patients who need his help simul- 
taneously with the doctor, who has much to contribute to the work of this 
officer from understanding of the patient’s background. It should be 
possible for the mental welfare officer to visit discharged patients in co- 
operation with the doctor, soon after their return home. In addition review 
of the psychiatric content of a practice by the doctor and officer together 
at regular intervals can be very helpful. 

70. The family doctor’s link with the hospitals must be as intimate as 
with local authority officers. He should be able to choose the consultant in 
psychiatry, as in other specialties. It is desirable that the hospital psychia- 
trist shall follow his patient out into the community for consultation with 
the family doctor whenever circumstances permit. This should be done 
soon after transfer home following a 'long stay in hospital so that a well 
organised scheme of after-care can be arranged. Consultation provides 
the best opportunity for liaison between the hospital, the local authority 
and the family doctor. The place of consultation should be variable. The 
doctor’s consulting room is a useful one, and may be more convenient and 
emotionally detached than the patient’s home. We recognise that shortages 
of staff today prevent this policy being applied to all patients who would 
benefit from it. It should be available to all those who need planned care 
most urgently and extended when staffing permits. 
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71. Early recognition, treatment and after-care of mental illness are 
self-evident functions of the family doctor. He requires more training for 
this large and demanding section of his work, if he is to achieve what his 
opportunity and relations to all concerned make possible. The introduction 
of normal psychology to the pre-clinical undergraduate course in all medical 
schools, as well as teaching and personal experience through a clerkship on 
neurotic and mentally ill patients in the clinical training, are in our view 
essential. Postgraduate courses and seminars in psychiatry should be widely 
distributed, since these are often most useful as extended courses. 

More part-time appointments for family doctors in psychiatric depart- 
ments are urgently required. On 30th September, 1962 there were only 
125 of these in mental illness and 30 in subnormality. Apart from their 
value in training the doctor these sessional appointments could also provide 
some assistance in staffing. Consultation at follow-up domiciliary visits has 
great educational value for the family doctor and helps to develop his 
psychiatric skills. 

72. Closer association of psychiatrists, family doctors and local authority 
officers must develop rapidly if the ideal of care in the community is to be 
justified. Communications should always be prompt and effective. It should 
be recognised that work in this field is very time-consuming and arduous and 
makes considerable inroads into the doctor’s working day. 



Summary of Main Recommendations 

1. The family doctor needs opportunities for training, especially for his 
work in relieving anxiety in his patients (paragraphs 62 and 63). 

2. More hostels and training centres are required for the mentally 
subnormal (paragraph 64). 

3. More psychiatric staff of all types are required and the arrangements 
for admission and re-admission to hospital in acute psychotic episodes must 
be improved (paragraphs 65-67). 

4. The family doctor, who must be in charge of the patient when at home, 
should co-ordinate the psychiatric services in the community, which are at 
present often inadequate (paragraphs 68-69). 

5. Whenever circumstances permit psychiatrists should see patients after 
discharge from hospital, in consultation with the family doctor, to plan 
resettlement and where necessary continuing treatment (paragraph 70). 

6. In medical schools normal psychology should be included in the pre- 
clinical course and teaching and personal experience on neurotic and mentally 
ill patients in the clinical training (paragraph 71). 

7. More post-graduate training and part-time hospital appointments in 
psychiatry are required for family doctors (paragraph 71). 

8. Closer association of psychiatrists, family doctors and local authority 
(Staff is essential in community care of the mentally ill and subnormal 
(paragraph 72). 
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VI. THE FAMILY DOCTOR AND RESEARCH 



73. Social and medical research within general practice gains in im- 
portance as a result of -the recognition of the academic discipline in domi- 
ciliary medioime. Stimuli to intellectual activity are often lacking under 
present conditions of practice. Participation: in individual and group research 
activities provides a valuable antidote to this. It breaks down the sense of 
professional isolation which can engender mental inertia. 

74. Research through planned observation should be a normal activity 
for family doctors and the development of this side of their work should be 
encouraged. Every active-minded doctor in general practice can use the 
opportunity to undertake such research in (the course of his care of the groups 
of human beings on his list of patients. If records of cases are used for cross- 
reference as well as single reference this interest is widened. It is further 
stimulated by the maintenance of an age-sex register showing the age com- 
position of the practice population, which is a requisite basis of research 
in general practice. In the foreseeable future Executive Councils, with 
appropriate equipment, could maintain such registers for every family doctor 
in the National Health Service. 

75. There are areas of medical knowledge where advance in treatment 
and management is delayed for lack of research activity. Clinical aspects of 
diseases which form a large part of a general practitioner's work, such as 
chronic bronchitis, diabetes, peptic ulcer, accidents and vascular disorders 
are incompletely studied. Field studies of the natural history and epidemio- 
logy of these conditions can be pursued only in domiciliary praotioe. The 
mass of disability occurring under the head of “ trivial illness ” conceals the 
earliest manifestations of serious disease, the nature of involution and ageing, 
indications of emotional stress and mental disorder. The family doctor has 
opportunities for assessing the progress of disease and the value of treatment 
in the home, and in hospital, in terms of the life of the patient. Presympto- 
matic assessment and the selection, observation and screening of vulnerable 
population groups are within his field of work. The borderline between 
medical and social science lies in, general practice. Here the family doctor, 
aided by the skills provided by supporting local authority staff, can study 
family problems in their environment of origin. He should be familiar with 
the results of health education on family well-being. 

76. Quite apart from this wide scope for clinical and social research there 
is need for operational research at two levels. The working arrangements for 
the doctor’s use of his premises and instruments, his own working time and 
experience and that of those who work with him need to be under constant 
and oritical review, the more urgently as knowledge relevant to his work 
advances. In a wider field there is need for operational research into the 
working of the Health Service as a whole, in relation to social, economic and 
population changes and clinical and technical advances. Family doctors 
trained in social and clinical assessment and research could have a big con- 
tribution to make to these studies, to which we refer in more detail in the 
concluding chapter of our report. 

77. The structure of the National Health Service, in which the number of 
people at risk to any doctor or partnership is known for almost the whole 
population, favours accuracy of conclusions and affords easy control groups. 
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The National Morbidity Survey organised by ithe General Register Office 
with family doctors in 1955-6 was possible because of this. The growing 
association of general practice with tihe medical staff of local authorities, 
hospitals and the Public Health Laboratory Service offers further opportuni- 
ties for research. The study of communicable virus diseases is made possible 
by this association and it may well result in a growing demand by family 
doctors for laboratory services of many kinds. University departments of 
general practice will be closely associated with actual practices, which will 
need above average staffing. A University practice will serve as a teaching 
centre and also as a social laboratory in which studies scarcely possible else- 
where can be carried out. A prime responsibility of such a department will 
be to provide training in research, techniques for established practitioners, 
so encouraging them and preventing waste of effort. 

78. Research beyond the active use of existing records involves cost to 
the practitioner in time and money. The organising and launching of large 
projects is financially costly, as is the processing of statistical material. 
Means must be found of overcoming these financial difficulties. Research 
units associated with certain practices may require supernumerary staffing. 
The Clinical Research Board has not so far supported group research in 
general practice, though it and the Medical Research Council have made 
grants to individuals and there has been support from the Nuffield and other 
trusts. Co-ordination of research projects involving family doctors is necessary 
to avoid dissipation of effort, and so far the College of General Practitioners 
has most experience in this field. 

79. We believe that general practice includes areas of unexplored territory 
where observers capable of contributing to medical knowledge are available 
but not fully utilised. Flexibility of mind and of planning are essential in the 
development of this research field. The problem must be approached in a 
new spirit of discovery, avoiding rigidity and constraint. 

Summary of Main Recommendations 

1. The value of research in general praotioe and the opportunities for it, 
particularly under the National Health Service, should be recognised (para- 
graphs 73-75 and 77). 

2. Apart from clinical and social research, operational research is re- 
quired into the working of general practice and the Health Service as a 
whole (paragraph 76). 

3. There should be no financial obstacle to research in general practice 
(paragraph 78). 

VII. THE WORK OF FAMILY DOCTORS OUTSIDE THE 
NATIONAL HEALTH SERVICE 

80. Many family doctors hold appointments which they value not only 
for the financial return, but also for the clinical and administrative scope and 
stimulus which they offer. A reasonable amount of work of this kind beyond 
the coniines of his practice extends the doctor’s interests, even though 
involving additional working time, land increases his experience in and value 
to the community as a whole. For these reasons we think that family 
doctors should continue to have opportunities for such work in future. 
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81. Part-time work in occupational health enables family doctors in the 
neighbourhood to take their clinical skills into industry land bring back from 
it a greater understanding of the working environment and what the job 
means to the patient, which they can apply in rehabilitation and resettlement. 
Co-operation with the family doctors of employees no longer presents serious 
difficulty. 

82. General practitioners who are police surgeons value the work greatly, 
and appreciate the additional insight it can provide into community problems. 
Part-time appointments to training and educational establishments and to the 
Armed Forces’ Reserves all afford outlets for special interests and capacities. 

83. Many general practitioners give valuable service as members of hos- 
pital Boards and Committees, local health authorities and Executive Councils. 
Others do voluntary work on committees of the professional bodies, or act as 
honorary medical officers or advisers to voluntary and philanthropic projects. 

84. Work on Ministry of Pensions and National Insurance medical boards 
and others gives scope for the further exercise of clinical judgment and an 
opportunity for valuable work An rehabilitation and resettlement. 

VIII. ORGANISATION WITHIN THE PRACTICE 

85. A practice needs to be organised so that the doctor himself, the staff 
he employs and those seconded to the practice can work to secure the best 
results for his patients with efficiency, comfort land economy. Although 
organisation alone can never be a substitute for the identification of the 
personal doctor with the well-being of his patients, it has become an urgent 
matter to ensure that each doctor can use his working time and deploy his 
skills land resources in the most effective way for the benefit of his patients. 
The quality of organisation of an individual practice should be reflected in 
the quantity and quality of the work of the doctors in the practice. In 
contrast, excessive organisation to secure an even flow of patients may deny 
them some of the help that they need from their personal doctor. 

86. The tendency for practice premises to be apart from the family doctor’s 
home is increasing. The staffing of the practice centre is thus divorced from 
the domestic family background, and if large it requires a resident house- 
keeper. The family doctor has so many claims on his time today that he needs 
to delegate all the work not specifically requiring his own skills. Every 
practice needs staff to meet the secretarial demands of filing, record-keeping, 
simple book-keeping and typing. Shorthand is no longer an essential with 
dictating machines in use, resulting in shorter training and more moderate 
salary, and the full training of a private secretary is not needed. Someone 
with practical nursing experience can save the' doctor’s time in small 
procedures. 

87. In smaller practices these functions can be combined in one member of 
staff with suitable experience. Married women with families of school age can 
often supply these needs. They are usually more readily available than 
younger women, they are more interested in their work with people as 
receptionist and telephonist and add their maturity to their technical train- 
ing. Some knowledge of special Health Service requirements in paper work 
can add to their value. Their inclination to part-time work may serve the 
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practice by allowing more than one to be employed for a few hours each, 
widening the range of experience available and meeting the spread of working 
hours without undue strain. Appropriate training in secretarial and nursing 
work will be required for this member of the practice staff. 

88. In larger practices, and especially where local authority workers have 
been attached, the volume of work and the administrative experience required 
may be considerable. We observed that it requires a partnership of four or 
more doctors to take full advantage of a full-time and fully qualified practice 
nurse, while a full-time ishorthand-typist secretary is rarely used economically 
by lass than three doctors. 

89. Even minimum and part-time staffing serves to relieve the practitioner 
of work that is wasteful of his professional skills. The cost of staffing 
practice premises is an 'increasing financial load on the majority of practices. 

90. Suitably planned and equipped premises represent not an end in 
themselves but a means of ensuring the best application of the knowledge and 
skills resulting from the doctor’s training and experience, with reduced waste 
of time and effort. The comfort and convenience of patients help to secure 
their co-operation to their own, benefit. Good work is capable of being better 
still where the lay-out of the building has been designed or adapted for pro- 
fessional convenience. The full benefit from those employed can only be 
obtained when they have suitable space to work in. Local authority staff 
attached to the practice will need accommodation available for their use in 
the practice premises if the fullest advantage is to be gained from their 
co-operation. 

91. Central practice premises save time and effort in most areas where two 
or more doctors are concerned. They save labour, ensure that doctors and all 
members of staff meet regularly, including those attached by local health 
authorities, and miake records available to all who need to refer and add to 
them. The use of a separate examination room does more than anything else 
to enable the doctor to use his time effectively, and may also result in full 
examinations being made more frequently. Though its absence is not evidence 
of defective work, consulting premises of the future will no doubt all be of 
this two-roomed kind. The need for a side room is disappearing and almost 
all that we have seen have been unused ; with improved methods examina- 
tions >of blood and urine are carried out in the consulting room. 

92. The limitation of surgery hours to only four or five daily results in 
much of the practice accommodation remaining unused for large parts of the 
working day. Careful planning with appointment systems can reduce this 
wastage. We have noted possibilities of interchanging activities in the same 
rooms, leading to considerable economy, especially where local health autho- 
rity clinics are held in the same building as general practitioners’ surgeries. 
If this is to work smoothly, very careful management and most willing co- 
operation are of course essential. Further knowledge of the variety of use 
of a practice centre is needed if improvement and economy are to be secured. 
Similarly knowledge is required of materials of all sorts, possibilities of pre- 
fabrication, sound proofing and absorption, heating, lighting (both natural 
and artificial), types of flooring and arrangements for storage, especially of 
records. We welcome the proposal, described in Chapter XII, to set up a 
General Practice Advisory Service to give advice on these matters among 
others, 
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93. Building costs are rising rapidly and the purchase prices of available 
premises are very high in some cities and the home counties. They can be 
wholly disproportionate to the income available from the practice. We under- 
stand that mortgages cannot be arranged for an incoming partner wishing 
to purchase a share of the practice premises, apart from any portion used for 
residence. It is a matter of increasing urgency that all doctors should be 
entitled to apply for interest-free loans for building and adaptation of 
premises, as can larger groups and two-doctor rural partnerships at present. 

94. An appointment system to be acceptable must be used with determina- 
tion in the beginning, until doctors, staff and patients have became accustomed 
to using it. Its success is dependent upon the co-operation and skill of the 
receptionist in starting and continuing it. It must be based on careful 
observation of each doctor’s rate of work and breaks down unless reasonable 
punctuality is maintained in the starting time of each session. It has been 
found, however, that few doctors who have introduced an appointment system 
have had to abandon it. A smooth-working appointment system reduces 
the waiting time and waiting-room space required, and can secure effective 
use of premises over more varied times than those (still common) which are 
inherited from the longer working day of 50 or more years ago 1 . It gives 
considerable control of the spread of work during the day and even the time- 
table of the week and can reduce the demand for visits (see paragraph 45). 
Selective bookings for special purposes can extend its effectiveness. Apart 
from saving the patient’s time, the co-operation it requires of him gives him 
a better understanding of the value of the time spent in consultation, and so 
emphasises the importance of the doctor’s advice. 

95. One of the greatest benefits of the National Health Service is that 
almost everybody has a medical record, and in a mobile population continuity 
of personal doctoring depends on the proper use of records. Continuing easy 
survey of the data recorded opens the way for the doctor’s check on his 
diagnosis and on trends (epidemiological, environmental and other) exhibited 
among his patients. This provides him with an additional source of self- 
education from his own records. Where staff from the local authority work 
in the practice, easily accessible and well maintained records secure the aotive 
interchange of information on which co-operation and conference must be 
based. An age-sex register of the practice population helps the doctor to 
apprehend the needs of his patients apart from its value for research (see 
paragraph 74). Moderate use of colour tagging for special purposes can 
vitalise and enrich the value of records. 

96. We are far from satisfied with the format of forms E.C. 5, 6, 7 and 8. 
We feel that much study and trial must be undertaken, urgently, so that a 
change acceptable to doctors can be proposed. The new sizes of paper 
(International A. 5 and 6) for hospital reports, together with an increasing 
habit of report summaries, should lead to diminished bulk and easier refer- 
ence. New methods, including automation, will be increasingly used in 
cross-linking of records. 

97. The technical equipment used by family doctors varies from the basic 
minimum according to the individual principal’s special interests. The active 
use of personally chosen instruments, few or many, is essential in vigorous 
pursuit of diagnosis. It is the use of the doctor’s senses, extended by appro- 

27 



Printed image digitised by the University of Southampton Library Digitisation Unit 



priate instruments, that enriches his observation, mobilising his thought 
processes. The cost of supplying modern aids to diagnosis is a restricting 
factor. 

98. A family doctor is responsible for his patients and on call twenty-four 
hours a day and seven days a week, both by professional obligation and by 
the terms and conditions of his contract in the National Health Service. 
This continuous responsibility makes it necessary for him to have a deputy 
to release him from time to time. The lack of any certain and planned 
free time for family doctors has long been recognised as a major discourage- 
ment to entering general practice, and there is now a greater disparity between 
the family doctor and his other professional colleagues, as well as the working 
population as a whole, in this respect. It seriously limits the family doctor’s 
work in the hospital and preventive field and his opportunities for con- 
tinuing education and often denies him freedom for leisure and holidays. 
It can be a real hardship for his wife and family and is a danger to himself 
and others at times of his own sickness. 

99. In contrast to these disadvantages it must be remembered that the 
total and continuing responsibility of a general practitioner for his patients 
contributes to the essential ooncept of the personal and family doctor. The 
fact that it falls upon him to secure a deputy ds an expression of his personal 
independence in the running of his practice under the existing contractual 
system. 

100. Partnerships and groups of three or more doctors can secure 
freedom for each member in turn by arrangement and a wider range of 
work — industrial, preventive and hospital appointments— can be under- 
•taken. In partnerships of two relief can be secured in the same way, 
though the load imposed on the partner on duty is necessarily larger 
throughout the year. The fact that patients are seen by other doctors 
within the partnership in emergency can be successfully reconciled with 
the special relationship to their personal doctor in each case. Many 
partnership deeds now contain a clause providing for education leave in 
addition to holiday weeks. 

101. Single-handed practitioners (now only about a quarter of all 
established principals) often co-operate with neighbouring colleagues, 
usually single-handed like themselves, but in single doctor practice areas 
any deputising assistance may be impossible to obtain, especially during 
the winter. 

102. Rota systems were organised in built-up areas in the years before 
and after the introduction of the National Health Service. Recently, 
especially in Greater London, commercial emergency doctor services have 
become established and partially replace the rota system. The weakness 
of this system is the deputy’s lack of knowledge of the pacient. Regulations 
introduced in October, 1962, involve further control of deputising arrange- 
ments. From 1st July, 1963, each doctor in contract is required by his 
Executive Council to obtain consent for employment of a deputy provided 
by a commercial service. 

103. We recognise the very urgent need for more medically qualified 
deputies to safeguard the vitality of family doctors’ work and its future 
development as the science of medicine advances. We are agreed on the 
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principle that it is desirable that a deputy’s experience and credentials 
should be known to his employer. 

104. Some members of the Sub-Committee maintain that general prac- 
titioners should have the right to a fixed amount of time away from their 
practices each year incorporated in their terms of service, to include 
education leave. These members feel that individual compromise and 
adjustment can never be adequate to meet the need that is so widespread 
and so urgent. 

105. The majority of members, however, while recognising the urgency, 
maintain that the existing obligation to arrange for his own release is 
to the advantage of each principal in maintaining his independent standing. 
They believe that, though figures of demand for locums and supply 
through various agencies fluctuate by season and by area, the serious 
shortage of medical manpower for short or long term deputising in 
practice will remain for some years to come, no matter what statutory 
rights to free time for family doctors might be instituted ; as at present, 
doctors themselves will have to organise other doctors in the area as 
their deputies. Partnership and group practice provide a solution for 
an. increasing number of doctors, but until recruitment to general practice 
improves we can see no general solution to this problem. 

Summary of Main Recommendations 

1. Every practice needs trained secretarial staff, if possible with nursing 
experience, but the cost is generally a serious burden (paragraphs 86-89). 

2. Attached local authority staff need accommodation in the practice 
premises (paragraph 90). 

3. Central practice premises and separate examination rooms are 
desirable (paragraph 91). 

4. Research is required into the best methods of construction and use 
of practice premises (paragraph 92). 

5. All doctors should be eligible for interest-free loans for building 
and adapting premises (paragraph 93). 

6. A well-run appointment system has great advantages (paragraph 94). 

7. Study and trial are required to improve the format of medical 
records (paragraph 96). 

IX. PERSONAL RELATIONS AND COMMUNICATIONS 

106. However good its organisation may be, a general practice cannot 
work well without good personal relations. The family doctor can 
mobilise any part of the Health Service for the advantage of his patients. 
Skill and activity in communication are therefore among his most 
important qualities. 

107. The family doctor is the person on whom the patient can rely 
to interpret the activity of the health and welfare services to him and his 
relatives. It is probable that members of the public know less, but think 
more, about health and sickness than is generally assumed. On the 
preventive side health visitors — and others — can share in giving this 
information, and do so with least overlap or risk of conflicting information 
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when in regular communication with the family doctor concerned. On 
the hospital side he is often the only interpreter to the patient before, 
during and after the hospital episode. The better and closer his relations 
with the hospital staff the more constructively can he interpret their 
activities. 

108. Some of the communications with patients can be delegated to 
the practice staff. These are largely concerned with matters of organisa- 
tion such as appointments, reminders, immunisation time-tables and com- 
munications with hospitals on the patient’s behalf. Receptionists and 
secretaries require careful training in manner and matter, and can then 
save the doctor’s time greatly. 

109. Since written communications are essential in this interchange of 
opinion and infoririation some form of secretarial assistance is now needed 
in every practice (see paragraph 86). In organising his working day the 
family doctor must find time for perfecting communication with patients 
himself to secure the best therapeutic and preventive results. His instruc- 
tions to control an episode of ill-health can be reinforced by simple 
leaflets, drafted if necessary by the doctor himself. For example a few 
clear sentences on the care of a sick child, infant feeding, management of 
obesity, angina, care of the aged sick or the immunisation programme 
can save repetition and assist memory, especially in the anxious. It is 
surprising that more use is not made of such a method as a reinforcement 
to speech for guiding adults responsible for the helpless sick or in 
managing their own problems. A major problem of organisation is to 
make possible the cultivation of listening, a valuable therapy when appro- 
priately applied. No other therapeutic measure replaces it when it is 
needed. 

The public’s own powers of “ communication ” can involve effort and 
may only be stimulated by anxiety resulting in unnecessary late calls. An 
apparently unnecessary planned further consultation or visit may be more 
valuable than the first one. 

110. The doctor’s staff model their own contact with the practice 
population on the skill of the doctor in this respect. Regular conference 
with ancillary staff secures the best co-operation. Teaching a young 
doctor or students in the practice imposes a critical evaluation of words 
and actions on the senior man. Regular and adequate meeting times for 
members of a partnership to discuss clinical and organisation problems 
are essential. When partners see each other’s patients written as well as 
spoken communication is desirable if oversights are to be avoided. A 
mote added to itihe record card is needed, as well as evidence of the visit 
or consultation in the day book. 

111. In many parts of the country, and especially in cities, there is a 
constant shift of population involving change of family doctor. When 
records are kept efficiently and intelligibly ithere can be continuity of care 
even after registration with a strange doctor. 

112. With neighbours, whether fellow practitioners, local authority 
staff or other community workers, the value of being known by face and 
name reduces the effort of obtaining and transmitting irformatknii. Those 
whose collaboration is needed, such as the disablement resettlement officer, 
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the mental welfare officer, the probation officer, coroner’s officer, local 
dentists and dispensing chemists, respond more readily to someone 
already familiar to them, especially in an emergency. Relations with 
hospital colleagues benefit from meetings over the family doctor’s patients 
in wards or out-patient departments, in the newly planned medical centres 
of district hospitals, or at local meetings and functions. Easy discussions 
with radiologists and pathologists, concerned with direct access to diag- 
nostic departments, are a special example of this. Junior hospital staff 
tend to imitate their seniors’ example in communications, and then carry 
the habit forward into their own lives. When a patient is admitted to 
hospital direct contact with ward staff enables the family doctor to 
transmit information about his progress and prospects and to co-ordinate 
care on discharge. Distance can be a serious barrier, but the telephone 
can overcome it to some extent. 

113. Communications of all kinds break down easily at times of 
emergency and haste, when the consequent risks of this failure are greatest. 
As far as hospitals are concerned, therefore, it is essential to have a 
system of communication with the family doctor which is automatically 
followed not only when in-patients are discharged but in out-patient and 
accident departments. The speed with which reports of death or discharge 
from hospital reach the doctor is of particular importance, if distress and 
doubt are to be eased by him. 

114. True consultation between specialist and family doctor has always 
been a valuable part of general practice in the past. Though domiciliary 
visits are made by consultants in increasing numbers and in a wide range 
of specialties (see Table I), it is estimated that consultation with both 
doctors present at the patient’s home takes place today at less than half 
of the visits, and this proportion is probably still falling. We think that 
this trend should be reversed. The professional value of this meeting 
between doctors on an equal footing, each with a specific contribution to 
make to discussion of the clinical problem and to the patient’s welfare, 
is enormous. Young general practitioners especially gain in confidence 
from this experience, and the more mature renew elasticity of mind in 
the exercise of discussion in a well-conducted consultation. 

Summary of Main Recommendations 

1. Practice staff need training in communication with patients 
(paragraph 108). 

2. Partners need time to meet regularly to discuss clinical and 
organisational problems (paragraph 110). 

3. When a patient is admitted to hospital the family doctor should as 
far as possible be in direct contact with the ward staff (paragraph 1 12). 

4. Hospitals must have a system of communicating with the family 
doctor which is automatically followed, and should report the death or 
discharge of a patient to him with the utmost speed (paragraph 113). 

5. True consultation between specialist and family doctor has declined 
and should be revived (paragraph 114). 
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X. GROUP PRACTICES AND HEALTH CENTRES 



115. The Sub-Committee has had particular interest in visiting health 
centres and various examples of group practice. It is obvious that the 
organisation of the family doctor’s work and release for special activities 
is easier where several are working together, and especially in adequately 
staffed and well planned premises, adapted or new built. We have noted 
that the advantages appear to be greatest where all the doctors are in 
partnership. This was the case in all the group practices visited but in 
only one of the health centres. Efficiency and satisfaction appeared 
greatest when the doctors had planned the premises and had the co- 
operation of the public health service from the start. The presence of 
an enthusiastic and business-minded leader among the doctors always 
showed to advantage, not only in economy but in enterprise and extension 
of the doctors’ work. Strong loyalties developed within the groups, which 
tended to isolate some of them from their professional colleagues outside 
the group. 

116. Attachment of local authority staff to practices appeared to be 
most satisfactory when the attached staff met the doctors daily and when 
there was a common-room at the practice premises. Full access to 
patients’ records by all professional workers was accepted as essential in 
every health centre and group practice visited. The family doctors we 
met were unanimous in saying that the integration of the ancillary workers 
in the practice work did not save the doctor’s time, but enabled a better 
all-round standard of work to be achieved. Active co-operation on a 
sessional basis within the hospital service was seen at only one outlying 
health centre. This left the doctors little time for work with the local 
authority, though all three divisions of the service shared the same 
building. 

117. Where the doctors had financed the group practice premises them- 
selves (with the interest-free loans available) they were seriously burdened 
by the expenditure on building and the necessary staffing. Rapidly rising 
building costs are increasing this burden. On the other hand the con- 
siderable financial advantages enjoyed by doctors at health centre premises 
did not seem to be fully appreciated. These can be seen from Table II, 
which gives the costs to each family doctor at a representative sample 
of health centres and of group practices in 1960. Visiting members felt 
that relations between the doctors at health centres were easiest when the 
whole practice of each doctor was worked from the centre. 

118. Adapted premises were impressive in efficiency and in the 
atmosphere of individuality retained. They were probably more costly in 
upkeep than repetitive and standardised new buildings. The use of rooms 
for surgery consultations in the morning and evening, with preventive 
clinics in the afternoon, had been arranged successfully in one centre. 
We felt that there remained much to explore in developing the advan- 
tages of group practices and their premises. It seemed to us improbable 
that health centres would develop the full potentials originally envisaged 
by, for example, Lord Dawson of Penn as long ago as 1922, but that more 
extended use on the social medicine side still remained to be achieved 
and required study. We were interested to see from the Command Paper 
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on Health and Welfare (paragraph 36) that proposals for four new health 
centres are now at an advanced stage, and a further 26 are planned 
within the next decade. Even if all these plans materialise, however, the 
total number will remain small compared with the number of group 
practices. The degree of integration of preventive and curative work with 
the help of attached local authority staff impressed us in both types of 
doctor association, and continuing operational study should encourage 
this still further. We noticed the cost to group practices of supplying 
accommodation, heat, light and secretarial services for attached local 
authority staff actively working in the practices. 

Summary of ' Main Recommendations 

1. Doctors in group practices and health centres work together best 
when in partnership (paragraph 115). 

2. Attached local authority staff should meet the doctors daily and 
have a common-room and full access to patients’ records (paragraph 116). 

3. Doctors financing group practice premises are seriously burdened 
by the cost of building and staffing (paragraph 117). 

4. Relations between doctors at health centres are easiest when each 
works his whole practice from the centre (paragraph 117). 

5. Study is required of the extended use of health centres on the social 
medicine side (paragraph 118). 



XI. DISTRIBUTION, RECRUITMENT AND CAREER 
PROSPECTS OF FAMILY DOCTORS 

119. In considering the full extent of the field of work of a family 
doctor in the forseeable future we are aware that this is limited to some 
extent at present by the number of patients for whom he is responsible. 
We appreciate that it is unrealistic in terms of manpower, premises and 
remuneration to suggest a reduction in the maximum size of a doctor’s 
list in the immediate future. The number of patients a doctor can look 
after depends on many variables including his equipment, methods, rate 
of work and personality. Nevertheless, we must emphasize that, without 
exception, every principal we met has regretted the impossibility of 
achieving a satisfying standard of work with the present maximum under 
existing working conditions. Some have limited their lists deliberately, 
and others would like to be able to do so, to secure this standard— at the 
expense both of their family income and of improvements to staffing and 
premises. 

120. The average number of applications for each advertised practice 
vacancy has decreased from 43 in 1956 to 17 in 1962 (see Table III). In 
the last three years particularly the number of applicants for vacancies 
north of the river Trent and west of the Severn has diminished markedly. 
In 1962 the average number was 11 in the north of England and 5£ in 
Wales compared with 24 in the south of England (see Table IV). It is 
now difficult in many districts to fill a vacancy by the appointment of a 
doctor with the desirable experience, and it is unfortunate that these are the 
very areas where isocial and housing conditions demand the highest standard 
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of medical care. It is true that the distribution of doctors has improved 
greatly since 1948, but this improvement has apparently stopped and the 
latest figures even show a slight increase in the proportion of the population 
living in under-doctored areas (see Table V, giving the figures for the years 
1952-62). We are aware of the difficulties to be overcome before there 
are enough doctors in all areas to enable the maximum size of list to be 
reduced. We recognise that free choice of doctor by patient means that 
doctors’ lists can never be of uniform size. Moreover, doctors are so different 
in their individual characteristics of energy, health and enthusiasm that their 
lists are bound to vary. The average list is, however, only about 2,300 com- 
pared with the maximum of 3,500, and there is clearly scope for better dis- 
tribution of doctors. We feel that mare should be done to distribute doctors 
more evenly throughout the country, not only by the work of the Medical 
Practices Committee, but by greater financial incentives to practice in under- 
doctored areas and the provision of premises by local housing authorities in 
those areas. 

121. Since there is a tendency for doctors to enter general practice in the 
part of the country in which they were trained, we think that new medical 
schools and medical centres for post-graduate training should, as far as 
possible, be in or close to the under-doctored areas. This is even more 
important in selecting the areas for vocational training in the future, on the 
lines of the Nuffield experimental traineeships described in chapter XV, 
which have so far been confined to the Wessex Region where there is no 
general shortage of doctors. The more successful the vocational training of 
the doctor proves, the more likely he will be to settle in the- neighbourhood 
where he has already developed good professional and personal relationships. 

122. Co-operation between family doctors in group practices and local 
authority field workers enables a greater range and depth of work to be 
achieved, but reveals more sources of demand within the existing number of 
patients. The effect is therefore to improve the service rather than to- lighten 
the load of work. Single-handed doctors are fewer every year (43 per cent 
in 1952 and only 27 per oent in 1962). Though they lack those advantages 
in premises, equipment and ancillary staffing enjoyed by group practices, 
many of them also can extend their range of work by informal links with 
colleagues and experience in working with local authority teams. As pro- 
fessional opportunities for increasing -the value of the family doctor’s work 
become greater, with benefit to the patient and a saving (often concealed) 
of cost to the community, so the ideal number of persons in the care of each 
doctor, and the maximum that it is reasonable to fix, must be kept under 
review. 

123. We believe that early familiarity with the full scope of the work 
and professional opportunities, career prospects and status of general 
practice will stimulate young doctors to equip themselves for it. In recent 
years the separation from work in the hospital has deterred some from enter- 
ing general practice. Continuously demanding, arduous and even repetitive 
work in the same area appears a monotonous prospect to others. Increased 
opportunities to combine work in hospital with general practice and the 
extended influence of the latter in the preventive and educational fields 
may reduce fears of isolation and frustration. 
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124. Many family doctors continue their work unabated until retirement ; 
they find it satisfying in itself and identification with the community in 
the area fully rewarding. Nevertheless the fall in average list size of family 
doctors aged 55 and over, confirmed by the findings of the Royal Commission, 
shows clearly that many older doctors reduce their lists, either from choice 
or from physical inability to cope with the load of work. In the foreseeable 
future the experience of their work in family practice should be utilised in 
related fields of work, either whole-time or part-time. Family doctors with 
many years of experience have an essential contribution to make to medicine 
in fields outside the limits of general practice but adjacent to it. 

125. The new intermediate grade of hospital staff appointment will be 
available for applicants from general practice, either part-time or whole-time, 
early in their careers, with the possibility of promotion to consultant for a 
few. The terms “ staff physician ”, “ staff obstetrician ”, etc., are suggested as 
alternatives to “medical assistant”. We envisage three levels of appoint- 
ment, roughly equivalent to senior house officer, registrar and senior registrar. 
Family doctors without special qualifications could enter part-time at the first 
level and progress to the second or third, becoming whole-time in the hospital 
service if they wished. 

126. There is great advantage in conjoined appointments by Executive 
Councils and hospital authorities, so that a doctor entering general practice 
in an area knows in advance how many hospital sessions he will be able to 
have, and the hospital authority can plan its staffing accordingly. Family 
doctors who take hospital appointments should have as much security in them 
as any other member of the hospital staff. To enable the Executive Council 
to work with the hospital authority in this way, it must be informed in 
advance of, for example, the intention of a group practice to take on an 
additional member who will be able to do a specified number of hospital 
sessions. We look forward to the day when vacancies will be advertised 
for these combined posts — say. “ list of 1,500 and four hospital sessions a 
week ”. 

127. Part-time or whole-time appointments as public health medical officers 
will be available for family doctors with special experience and qualifications 
in that field. The regional medical advisers whose appointment we recom- 
mend in the next chapter can give valuable service to family doctors only 
if they have had active experience themselves as family doctors over many 
years. Administrators in the organisation of general practice itself and in the 
hospital service, especially on the staff of Regional Hospital Boards, must gain 
advantage from a period of years in general practice. 

128. The increasing integration of the three sections of- the Service, by 
virtue of the relationship of the family doctor to each, not only enriches 
his own work in practice, but also makes it easier for him to move, either 
part-time or whole-time, into another section. We believe that in the course 
of a few years general practice, though continuing to- be a life-long career 
for many, will be for others an experience for 15 or more years leading 
into adjacent professional fields, with the contribution that their particular 
experience gives. It may be that some doctors, when considering their 
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professional future, will prefer this two-stage plan. This variety of oppor- 
tunity must be foreseen and developed if the full value of general practice is 
to be realised for the community. 

Summary of Main Recommendations 

1. More should be done to improve tihie distribution of doctors, not only 
by the work of 'the Medical Practices Committee ibut by financial incentives, 
provision of premises and the siting of new centres of training (paragraphs 
120-121). 

2. The maximum size of doctors’ lists must be kept under review (para- 
graph 122). 

3. Experienced family doctors should be able to work in hospital, either 
Whole-time or part-time. Those with part-time hospital posts should have 
security in them, and there is great advantage in oonjoined appointments 
by Executive Councils and hospital authorities (paragraphs 125-126). 

4. Family doctors should also be able to 'become whole-time or part-time 
public health medical officers, regional medical! advisers or medical adminis- 
trators (paragraphs 127-128). 

XIX. MEDICAL ADVISORY SERVICES 

129. The profession has become increasingly aware of ithe family doctor’s 
need for a readily available service to advise 'him, at his request, on any 
problem concerning the organisation and conduct of practice. Tills need is 
the concern and responsibility both of the Ministry of Health and the 
profession. The Ministry has done something to meet it by plaoing increas- 
ing emphasis on informal visits to doctors by the Regional Medical Service, 
and the profession by the advisory services of the Medical Practitioners Union 
and the College of General Practitioners and the current proposal, with which 
the British Medical Association is associated, to set up a comprehensive 
General Practice Advisory Service as a non-profit-making company. One 
of its main functions will be to help family doctors in planning, building, 
converting and equipping their premises, and there is certainly a great need 
for expert architectural, medical and legal advice on these matters. 

130. The Regional Medical Service of the Ministry is in the unique 
position of being in direct contact with all family doctors in the National 
Health Service and of having office accommodation in all the main cities. 
This makes the formation of an advisory service relatively easy. Regional 
Medical Officers now do a good deal to help family doctors by informal 
visits at which any problem .troubling the doctor can 'be discussed. As a 
first step, however, alt will be essential to dissipate ithe family doctor’s image 
of the Regional Medical Officer as one who is in some ways connected with 
supervision of his professional work. For this reason we suggest the use 
of the term “ adviser ” instead of “ officer 

131. There are several fields in which the regional medical adviser could 
do more to aid the family doctor and maintain 'his working efficiency, once 
the initial resistance reaction on the part of the doctor, conditioned by his 
past experience, has been overcome. If such an .advisory service were 
available to all family doctor® from the outset of their careers in general 
practice a different and happier relationship would develop between doctors 
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in practice and doctors on the Ministry staff. The service would operate in 
two directions. From contact with individual family doctors a stream of 
information and ideas would flow, via the provincial centres, to headquarters. 
It would be sifted and the essential information likely to be of value 
generally would be communicated to 'all the advisers. They should have 
access to ithe Ministry’s organisation and methods 'service and to the results 
of operational research. 

132. At present there is only one Regional Medical Officer to every three 
or four hundred family doctors, and the number of advisers will dearly have 
to be greater to meet the potential demand for advice. Experienced family 
doctors should 'be recruited for this work. We have considered whether 
they dhcwld serve part-time or whole-time, and think that there are arguments 
on both sides. Doctors stiff in practice would 'be able to bring fresh 
practical experience to their advisory work: on the other hand they would 
probably not wish to advise their colleagues in the immediate area, and 
might find it difficult to work -part-time -at a distance from their practices. 
The best course would 'be to experiment with both types of appointment. 

133. We do not think that 'the independent, centralised service run by 
the profession need duplicate in any way the advice given by the regional 
advisers to the doctors they visit, though the exact boundary between the 
fields covered 'by the two services can only be determined by experience. 
The regional advisers should keep in close toudh with the independent 
service and refer to it any problems that fall within its sphere. 

Summary of Main Recommendations 

1. A service of regional medical 'advisers to family doctors should be 
set up (paragraphs 129-131). 

2. The regional advisers Should be more numerous than the present 
Regional Medical Officers of the Ministry of Health (paragraph 132). 

3. The independent General Practice Advisory Service proposed by the 
profession need not duplicate the work of the regional advisers, who should 
keep in close touch with it (paragraph 133). 

XIII. THE FAMILY DOCTOR AND THE PUBLIC HEALTH SERVICE 

134. In paragraph 5 of the Command Paper on Health and Welfare 
the Minister has said : “ Care in the community provided through the health 
and welfare services supports and is supported by 'the medical care given 
by the general practitioner. The development of these services ns, therefore, 
bound up with the future of the general practitioner service : the one will 
interact with the other and 'both in future must be considered together . 

135. Family doctors and doctors in the public health service focus their 
work upon the individual in his home and in his working (or school) environ- 
ment, not only in emergencies of illness but in long term problems of ill 
health Many family doctors still fail to appreciate the value of the public 
health service and the help that it could give them in the work of their 
practices. 

136. The attention, of the family doctor is usually first directed to the 
individual when he is ill or fears illness for himself or his dependents. 
The doctor’s professional attention is continued even when a hospital episode 
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intervenes, until recovery is established. To achieve this the family doctor 
must have the help of the domiciliary team of workers which the preventive 
health service can supply. He needs the training and understanding to use 
the team as his ancillary staff in the home just as the consultant uses his 
ancillary staff in hospital. Apart from the services of their staff, local health 
authorities can provide nursing equipment for use in the patient’s home. 

137. In all departures from health, social and environmental issues impinge 
on the medical problems. Co-ordination of the findings and advice of social 
workers with those of the doctor is essential if work in caring for the com- 
munity is to be fully effective and not conflict or overlap. The statement 
that the family doctor should be “ the clinical leader of the domiciliary team ” 
has become a platitude, but he has rarely been the leader, and the reason for 
this needs to be investigated. He must have direct access to those who are 
dealing with his patients, and be able to consult with .them and share in the 
control of their activities. 

138. Full co-operation can be secured best by the attachment of field 
workers (for example the nurse, midwife and health visitor) to individual 
practices. This is already occurring in some areas and it must become 
general. With determination to make the best use of scarce resources we 
believe difficulties can be overcome even in sparsely populated areas. The 
family doctor can extend the range of his professional activities by developing 
the capacity for consulting with various welfare agencies about his patients’ 
particular problems. He may be the only professional person who is aware 
of some vulnerable families. The changing pattern of disease and of the 
population structure call for joint activity which makes a continuing demand 
on the family doctor’s leadership. This secures a two-way flow of valuable 
information. The needs of the very young and the very old, the handicapped 
and those with chronic disease and problems of mental health, can then be 
met by the joint action of family doctors, local authority and other staff. 

139. Family doctors (assisted by local authority staff) are now responsible 
for an increasing part of the ante-natal and post-natal care of their own 
patients and for infant and child welfare and immunising procedures. It 
is doubtful whether in the foreseeable future the maternal and child welfare 
clinics organised by local authorities will continue to be needed in the form 
in which they exist today. 

140. Health education is a joint undertaking. In advising individuals 
and in family counselling family doctors carry on a continuous process of 
health education, while the local authorities mainly educate groups. The 
nature of the task has changed. To quote the Minister again: 

“ To-day, with the tremendous improvement in expectation of life, the 
emphasis of health education has shifted from the saving of life to the 
achievement and maintenance of -the highest standards of health ; and 
ease of communication has brought with it dangers as well as advantages 
for a public subjected to a continuous stream of health news and views 
from press, radio and television.” {“ Health and Welfare,” paragraph 7). 

141. We have considered the proposal that all work concerned with 
personal health and well-being is so closely allied .that the two divisions 
of the Health Service ooncemed (i.e. general medical services and preventive 
health services) should be under unified control. We know from the evidence 
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we have received that effective oo-operatian already exists in some areas, 
and believe that it can be extended without this major alteration in adminis- 
tration. It may be that the fullest understanding is more easily achieved at 
the present time if problems common to the work of family doctors and local 
authority doctors are approached from different standpoints, but with a 
common purpose. 

142. Family doctors of the future must be much more active in the 
appreciation and use of the preventive services. This can best be achieved 
by including both information about these services and short experience of 
them in their vocational training for general practice (see Chapter XV). 
Family doctors should be represented on both main and sub-committees of 
local authorities, and share in responsibility for appointments to the staff, 
especially of those with whom they will work in the domiciliary field. Health 
and welfare departments need to develop further understanding of ithe family 
doctors’ needs and difficulties. Suitable and varied forms of communication 
between the two groups exist and can be extended and simplified as the 
alliance develops. 

143. As family doctors find an increasing interest in the environmental 
circumstances of their patients, they will participate more fully in clinic 
work among those groups which aire the raspomisibilifty of health departments. 
The number of full-time doctors in health departments should then decrease 
considerably. Those remaining would be largely specialist administrators 
concerned with subjects such as epidemiology, health education and welfare 
in its widest sense. 

144. It is hoped that with the growing involvement of family doctors in 
the public health field ample opportunities will be available for those wishing 
to fit themselves for full-time senior public health posts. In the future 
evolution of the Health Service the majority of entrants to the public health 
service may oome from general practice. Postgraduate training, including 
some in-service training, for a suitable qualification (degree or diploma) 
would be needed. In the near future the existing divisions of the personal 
health services may come to be united by a development of common purpose, 
together with combined training and experience. 

Summary of Main Recommendations 

1. Family doctors need to appreciate the full help that the public 
health service can give them (paragraph 135). 

2. The family doctor should use the domiciliary team of workers as 
the consultant uses his ancillary staff in hospital and share in the control 
of their activities (paragraphs 136-137). 

3. Field workers such as the nurse, midwife and health visitor should 
be attached to individual practices (paragraph 138). 

4. The effective co-operation between the general medical and pre- 
ventive health services existing in some areas can be extended without a 
major change in the system of administration (paragraph 141). 

5 Information about the preventive services and a short period of 
experience in them should be included in the vocational training for 
general practice (paragraph 142). 
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6. Family doctors should be represented on committees of local health 
authorities and share in responsibility for appointments to their staff 
(paragraph 142). 

7. Family doctors will come to participate more fully in the clinical 
work of health departments, replacing many of the full-time doctors in 
those departments (paragraph 143). 

8. In the future most entrants to the public health service may come 
from general practice (paragraph 144). 



XIV. THE INTERDEPENDENCE OF THE FAMILY DOCTOR 
AND THE HOSPITAL SERVICE 

145. In paragraph 31 of the Hospital Plan the Minister has said “ that 
the first concern of the health and welfare services will continue to be 
to forestall illness and disability by preventive measures ; and that where 
illness or disability nevertheless occurs, the aim will be to provide care 
at home and in the community for all who do not require the special 
types of diagnosis and treatment which only a hospital can provide ”, 

146. It is generally agreed that the separation which has developed 
between general practice and the hospital service is undesirable. It has 
led to isolation of family doctors from medical work inside hospitals. 
Various reasons have been given for the development of this gap, which 
is largely due to the increase in the quantity and quality of the content 
of medicine. Before the inception of the Health Service the link between 
consultant and family doctor was closer because it was in part an 
economic one. The part-time consultant who was also a family doctor 
has almost vanished and with him the bridge that he provided between 
hospital and domiciliary practice. New entrants to the hospital service 
and general practice who never knew the old interlacing of relationships 
feel the need for it. With the increasing complexity of the science of 
medicine and changing attitudes family doctors must keep easy contact 
with hospitals. The family doctor must be broadly aware of developments 
in all the specialties, as well as acquiring his own science of domiciliary 
medicine. The meeds of sick people remain no matter how the practice 
of medicine and its administration change. Because their needs must be 
met with the greatest humanity and knowledge of their social make-up 
and background, as well as skill, efficiency and economy, a fresh union 
must grow between doctors wfio work in hospitals and those who work 
in the community and refer the patients to hospital. 

147. An individual’s need for help for himself or his family from the 
hospital service can involve any part of the range of technical and 
specialist resources that a major hospital provides. His family doctor 
decides on the best approach to the hospital for each problem, whether 
an emergency or one that can be referred to the out-patient department. 
He chooses the consultant for first approach and provides the data 
concerning the patient’s illness. Finally the family doctor prepares the 
patient for the hospital episode, by explaining to him in broad terms 
what to expect. 
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148. It is to the care ol his family doctor that the patient returns 
after his stay in hospital, whether long or short. Distance can make 
personal visits to his patients when in hospital difficult or impossible, but 
some continuity of communication with the doctors and nurses in charge 
is always desirable. The interpretation of hospital findings and treatment 
and their application to the patient’s life are the responsibility of his 
family doctor, whose management of convalescence and rehabilitation 
ensures the long-term advantages from the specialist service. The 
importance of continuous contact between family and hospital doctors 
needs no emphasis. 

149. Close co-operation between these two groups of doctors benefits 
the community as well as the patient. The high-powered hospital service 
is costly and should be reserved for those who need its resources. There 
is also social cost when a worker or parent is withdrawn from activity 
and admitted to a hospital bed. The interruption to working and family 
life may extend to others beyond the ill person himself. Lastly, there is 
always some emotional cost on entering hospital, greatest for small 
children. To offset this the family doctor must be strengthened and 
(equipped in professional resources to treat his patients in their home 
so far as is medically reasonable. A doctor’s intellectual growth is based 
on continuous stimulus, enrichment and flexibility of mental activity 
resulting from contact with colleagues in other spheres of medical work 
as well as in his own. Appreciation and application of developments in 
medicine is then a natural process. 

150. Application of medical advances within the practice is assisted 
by directing some of the hospital resources towards the practioe through 
access to diagnostic departments, the specialist domiciliary service, avail- 
ability of beds to the family doctor and proper distribution of out-patient 
departments. Parallel with this, the family doctor needs to be employed 
inside the hospital as suggested by the Platt Working Party*. When 
his contact with hospitals has been continuous from the days of his house 
appointments, through vocational training and practice assistantship, to his 
establishment as a principal the natural relationship can expand and develop 
in part-time hospital work which keeps him abreast of continuing advances. 
By contrast, the efEort required to re-establish contact after a complete break 
with the hospital world can be considerable. Even vocabulary and turn of 
phrase alter so rapidly that he finds himself out of the normal flow of dis- 
cussion and less able to maintain and enhance his medical competence. 

Medical Centres 

151. It is essential to develop medical centres at district hospitals for 
informal meeting, which is more important than the formal courses tc > be 
provided. A few are already in being and fulfilling these needs. The 
clinical tutor in such a centre should be ready to obtain advice for a family 
doctor on opportunities for study suited to his interests and requirements. 
This will ease matters for a stranger to the area and stimulate and maintain 
educational interests for all practitioners within reach of the medical centre. 
The collaboration of doctors from hospital and family practice will add to 

ucture in the Hospital Service. Report of the Joint Working Party, 
1961, price 5s. Od. (5s. 6d. by post). 
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their valuation of the facilities provided by the centre. The educational 
value of these centres is described in more detail in Chapter XV. 

152. In one hospital region every general practitioner is being consulted 
by questionnaire. He has this chance to express to the regional hospital 
board his attitude to the hospital service and say how the hospitals could 
help him in his practice and also supply his educational wants, and how 
he and his partners oould help the hospital service. The medical centres 
in this region are planned from the start with advice and assistance from 
neighbouring family doctors. This attempt at integration should be watched 
as significant in its wider application. 

153. Vocational education for intending family doctors, in which medical 
centres will play a part, is dealt with in the next chapter. The personal 
relations established by the young doctor may help him to settle within 
reach of the hospital and centre at which he trains for general practice. 
Siting of medical centres will therefore be one influence on the distribution 
of general practitioners. 

Hospital Appointments 

154. Continuing education (also described in the next chapter) must 
become a professional habit. This can lead through educational clinical 
attachments to paid part-time appointments in various departments as mem- 
bers of the hospital team, with opportunities for promotion as skill develops. 
In paragraph 125 we have given our views on the use of hospital staff 
appointments in this connection. Most of these appointments will obviously 
be in subjects closely related to the scope of work normally met with in 
general practice, but a family doctor should not be denied the right to 
develop his interest in any other work for wbioh he has aptitude and ex- 
perience. The present distribution between specialties of appointments held 
by family doctors in hospitals is shown in Table VI and the regional dis- 
tribution in Table VII. The way must be open for a good and determined 
family doctor ito be selected for a hospital staff appointment, either parallel 
to his work in general practice or whole-time. We agree with the views 
expressed on this subject by the Platt Working Party, particularly in para- 
graphs 110-112 of their report. 

155. The family doctor contributes to hospital medicine his knowledge 
of the patient’s life history in his normal environment. In hospital the 
patient is isolated from his background and family while his condition 
is investigated with the high-powered techniques available. Specialists 
in techniques tend to be detached from the care of the “ whole man ”, and 
the combination of both types of care must be in the interest of the 
patient. 

Diagnostic Service 

156. The family doctor also needs the help of the hospital service in 
his own practice. He 'is assessing situations and diagnosing patients’ condi- 
tions throughout his working day. On the basis of this activity he under- 
takes treatment himself or refers patients to hospital. The more definitive 
are his diagnoses and exclusions the more effectively and authoritatively 
he can advise his patients, mobilise supporting assistance or where neces- 
sary refer a case for which a hospital alone can continue investigations 
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and provide the necessary treatment. If statistics we have received from 
some practices are typical about two-thirds of the total referrals by family 
doctors to hospital are for diagnostic information required by the family 
doctor before undertaking treatment himself. When family doctors use the 
direct access to diagnostic departments the proportion of problems referred 
in this way is also about two-thirds, to the one-third referred by them for 
consultant clinical opinion. Both consultants and patients, therefore, are 
involved in extra expenditure of time if access to diagnostic departments 
is only via consultative clinics. 

157. The principle of direct access to pathology and diagnostic radiology 
departments is accepted by the Minister and should be universally imple- 
mented. Table VIII shows that the amount of this diagnostic work done 
for family doctors has steadily increased, but Table IX makes it clear 
that there are still striking differences between different regions in this. 
No doubt there are many reasons for these differences ; the hard-pressed 
department may be unable or unwilling to provide the service, or the family 
doctor may be unable or unwilling to make use of it. Full advantage 
from direct access requires a satisfactory personal relationship with the con- 
sultant in charge of the department. If this is established results are inter- 
preted fully and investigations which are unsuitable without consultant 
clinical opinion are avoided. The family doctor’s discrimination develops 
with the habit of access, and unnecessary or inappropriate requests are largely 
avoided by experience and opportunity for discussion. 

158. Distance of the patient from the department, limited accommoda- 
tion within it and shortage of auxiliary staff are inevitable difficulties. The 
fear that these departments might be overrun by unnecessary requests has 
not been substantiated. In fact the increase in requests for pathology and 
radiology services coming from family doctors is small in proportion to the 
total increase in the work of laboratories and radiology departments. The 
proportion of requests coming from family doctors has increased, but is 
still comparatively small. Insofar as a teaching hospital functions as a 
district hospital it has responsibility for 'the practitioner service. It has 
to be remembered (that pathology and radiology departments in teaching 
hospitals may be 'highly specialised and not always well adapted to the direct 
needs of general practice. This is no doubt one of the reasons for the small 
amount of work they do for family doctors (see Table IX). 

159. Pathologists are generally agreed that die service has not been 
abused and laboratories have not been overloaded. Though some deficiences 
exist most general practitioners have access to some laboratory facilities 
and many enjoy an excellent and comprehensive service. Problems of 
distance can be met by a better collection service for specimens taken by 
the practitioner himself, who must be supplied with sterile syringes and 
containers. In (the interests of exact diagnosis, the family doctor should 
have facilities for autopsies, as do his colleagues in hospital. 

160. Family doctors, even when recently established, may have little 
understanding of (the help that a laboratory can give them or how to use it, 
and we commend the efforts made by some pathology departments to 
improve their knowledge, for example by open days. In many areas 
explanatory leaflets giving the norms of tests have been of great: value to 
family doctors. Better use would foe made of 'the service if students 
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received training in the application of laboratory investigations to the 
type of material handled by the family doctor, and especially the use of 
simple routine tests in excluding certain diseases. More knowledge of 
these matters is important for family doctors and can be acquired in their 
vocational trainin g or their continuing relationship with colleagues in 
hospital. Above 'all ithe easy availability of consultant pathologists for 
advice will do much to extend 'the range of investigations and their practical 
value in practice. Research into ithe epidemiology of virus infections and 
the non-inf ectious diseases is already stimulating co-operation. 

161. The principles already discussed are all applicable to diagnostic 
radiology. The shortage of accommodation and staff are greater, the hazards 
of unnecessary radiation are a 'Special issue and the patient himself must 
attend the department, which may be at a distance; but these difficulties 
are not found to be insuperable. The use of certain radio-diagnosltic 
procedures in the investigation of oases of illness or aooident is well within 
the competence of the family doctor. This can be of immense value in 
saving the .patient’s and 'the hospital’s time. Routine checks after acute 
respiratory conditions and lesser iim!b injuries, or where the symptoms 
arc anomalous, are all important to 'tlhe family doctor in excluding the 
need for reference to 'hospital. Mass radiography units, static and mobile, are 
concentrating increasingly .on patienits referred by family doctors, and about 
one third of the cases of tuberculosis they find are in patients so referred. 
Intelligent and regular use widens the range of satisfying work for the 
family doctor and lessens the burden of attendances at out-patient depart- 
ments. The need for a good personal relationship 'between the family 
doctor and the consultant is perhaps even greater than in pathology. 

162. Family doctors are making increasing use of electrocardiography 
as a diagnostic aid, chiefly in the field .of coronary occlusion. They will 
require easy access to this service and expert help in the interpretation of 
tracings. 

Other Hospital Services 

163. Apart from these diagnostic services, the family doctor needs help 
of various kinds from hospitals in treating hi:s patients. Examples are 
physiotherapy and occupational therapy and the complex of medical and 
social services provided for elderly and chronic sick patients by day 
hospitals. Everything should ‘be done to give the family doctor easy access 
to these services, despite the limitations imposed by shortages of staff and 
difficulties of travel in rural areas. 

164. Physiotherapy, occupational therapy and rehabilitation differ from 
radiology and clinical pathology in that they are not diagnostic but 
therapeutic procedures, usually 'involving repeated visits of the patient to 
the hospital depantment. 'If the department is to function effectively, and 
give its best help to the community, it is necessary ito ensure that the 
patients shah initially have the most appropriate available treatment prescribed 
for .them ; that their progress shall be followed and their treatment changed, 
if necessary, or discontinued once it has produced 'the maximum obtainable 
benefit. There will be urgent cases needing physiotherapy whose treatment 
should 'be instituted without delay, and in 'these oases it is reasonable for 
the general practitioner to expect direct access to the department for initial 
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treatment if an immediate consultation with the physician in charge is not 
possible. He should also expect his patient to be seen at an early opportunity 
by the physician in charge of the department, who would ordinarily see 
all non-urgent cases before their treatment is initiated. Experience has 
shown that these departments work with maximum effectiveness only with 
such continuing medical supervision. Where consultants in physical medicine 
are not available supervision by a general practitioner with the necessary 
experience, and appointed to Itlie hospital staff for this purpose, can help 
to ensure that the services available 'are used to the best advantage. 

165. There is need for greater provision- of day hospitals where more 
prolonged and more intensive physiotherapy and -occupational therapy can 
be given for the rehabilitation, of patients after injury or illness. The useful- 
ness of ia local authority day centre in the oat© of the elderly is recognised. 
As more of these departments -become established, general practitioners 
should play an increasing role in their staffing and supervision. 

166. We agree with tire views expressed in -the report* of the Sub- 
committee of the Standing Medical Advisory Committee on the Accident 
and Emergency Services on -the part to -be played by family doctors in 
those -services. Careful planning i-s required in each -area to make the 
best use of family doctors both in the treatment of minor injuries and in 
the event of a major aeoident causing a large number of casualties. 

167. We emphasise the advantage to the family doctor of receiving sterile 
syringes and other necessary equipment for his own use in his practice. 

168. As members of Hospital Boards and Management Committees, 
family doctors have a great deal to contribute. They are in a better position 
than anyone else to judge the effects on the public of any deficiencies in the 
services provided by the local hospitals. 



Hospital Beds 

169. One very important aspect of the relationship between family doctors 
and the hospital service is the provision of hospital beds under their control. 
It is agreed that the range and standard of their work are increased when 
they have beds for admission of oases -of illness which cannot be nursed 
at home, though they are otherwise suitable for domiciliary care. Where 
the patient cannot be put to bed at home or (-like many mothers) cannot be 
relied upon to stay in bed, the general practitioner hospital bed provides the 
best solution. Complications in acute illness are more readily prevented 
when there is adequate nursing and general care at an early stage. Con- 
tinuity of care is not interrupted and the patient is close to his home. Much 
of the purpose of these -beds is lost if they are too far away from the practice 
centre. Experience shows -that a driving distance of anything more than, at 
most, thirty minutes (and probably less in most cases) is likely to prevent 
the practitioner from visiting regularly and frequently. 

170. Most practitioners in urban areas have not hitherto had the oppor- 
tunity to be responsible for their own patients in hospital beds. For them, 
the only remedy for shortcomings of care in the home during illness is at 
present admission to hospital under consultant care when this can be arranged. 
We note the Minister’s policy that district general hospitals when rebuilt or 
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reorganised should provide beds for general practitioners to use in this way, 
though the advantage will be confined to doctors who practice within a rela- 
tively short radius of the hospitals. Beds should be allocated to them from 
the total acute bed complement of the hospital, as well as geriatric and 
chronic sick beds. 

171. We agree with the statement in the Platt Working Party Report 
(paragraph 139) : “ General practitioners will continue to be employed at 
cottage hospitals in which they maintain responsibility for .their own cases 
with advioe available from consultants visiting regularly.” General 
practitioner hospitals fall into three classes : 

(i) The cottage hospital staffed solely by general practitioners. 

(ii) The hospital staffed mainly by specialists of S.H.M.O. grade with 
help from general practitioners. 

(iii) The hospital staffed for the day-to-day work by general prac- 
titioners, with consultants visiting for climes and both surgical 
and medical in-patient work. 

172. Once new district general hospitals are built it is not desirable, 
economically or medically, to carry on the functions of these three types of 
hospital. The first type might well become the premises for a combined 
group practice and local authority service, with the family doctors doing the 
clinic and school medical work. The work of the second type of hospital 
should be absorbed into the district hospital of the future. For the third 
type of hospital, particularly in the rural areas where a consultant meets the 
family doctor at clinios and at the bedside, we think that in many eases the 
general practitioner responsibility for the in-patient work should be retained 
and the out-patient clinics with visiting consultants should continue. These 
particular hospitals play a great part in maintaining the high standard of 
general practice in the rural areas, and even if substitute facilities are pro- 
vided for the general practitioners in the district hospitals distance may well 
preclude the rural general practitioner from using them. 

173. The Hospital Plan says in paragraph 21 : “ There will often be a 
need for the establishment of peripheral clinics or diagnostic centres where 
consultation can be undertaken without the full resources of the general 
hospital This proposal offers many advantages to general practitioners 
and their patients. Since it is traditional that family doctors take their 
patients to clinics held by consultants at cottage hospitals, easy and informal 
consultations can be more frequent, to the benefit of patient, family doctor 
and consultant alike, and a diagnostic service would be more readily accessible 
to patients. Co-operation would develop naturally between ithe three 
branches of the Health Service, and much would be done to lessen the danger, 
inherent in the concept of the district general hospital, that consultants 
might withdraw into the main, hospitals and neglect the periphery. The 
increasing number of psychiatric patients cared for in the community would 
benefit especially from these peripheral clinics. The families of the mentally 
ill could be more easily safeguarded and trained in the help they can give. 
Full integration of those working in the obstetric service could be secured 
more effectively. Opportunities could be created for general practitioners to 
hold part-time appointments in a number of specialties. The Hospital Plan 
goes on to say that some existing small hospitals may be suitable for this 
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purpose. To hold peripheral climes in premises containing general prac- 
titioner beds would inorease their value to patients and save the time of 
oonsultaets and family doctors. 

174. We recommend to the Minister that he encourage experimentation 
in the use of surplus premises of general practitioner hospitals whose functions 
will alter when the new district hospitals are opened, with a view to pro- 
ducing a comprehensive Health Service Centre where preventive, family, and 
consultant practitioners can meet and work together within a reasonable 
distance of the patients’ homes. 

175. We think that the Minister should not wait until the opening of the 
new district hospitals before the use of general practitioner beds is 
examined. There is no doubt that there will be administrative, clinical and 
personality difficulties when the general practitioner beds are provided in the 
new district hospitals. We recommend that Boards should be encouraged to 
experiment in the use of general practitioner beds at existing acute general 
hospitals before the new district hospitals envisaged in the Hospital Plan are 
built. 

176. The inclusion of domiciliary consultation as a free service in the 
Act of 1946 was a constructive step in preserving the relationship between 
hospital specialists and general practice, but its development has been 
disappointing. As was mentioned in Chapter IX probably more than 
half of consultants’ visits are made without meeting the family doctor 
in person in the patient’s home, and valuable opportunities for joint 
discussion are thereby lost. It is often difficult to arrange a time con- 
venient to both consultant and family doctor, but the extra trouble of 
arranging a true consultation is well worth while. We believe that the 
value and the ait of consultation, wherever it takes place, should be 
made clear to students in their clinical years and to hospital medical 
officers of all grades. 

Summary of Main Recommendations 

1. Medical centres at district hospitals should be developed for 
informal meeting as well as educational courses, and their siting will 
influence the distribution of family doctors (paragraphs 151 and 153). 

2. We recommend for wider application the example of one region, 
where all family doctors have been asked about their requirements from, 
and possible contribution to, the hospital service, and the medical centres 
are planned from the start with their co-operation (paragraph 152). 

3. Part-time hospital appointments must be open to family doctors. 
Most will be in subjects closely related to their normal work, but a 
family doctor should be able to develop his interest in other subjects 
(paragraph 154). 

4. All family doctors must have direct access to pathology and 

radiology departments (paragraphs 156-157). __ 

5. A better collection service for pathological specimens taken by the 
family doctor is required, with a supply of sterile syringes and containers 
(paragraph 159). 

6. The family doctor should have the same facilities for autopsies as 
his colleagues in hospital (paragraph 159). 
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7. Students and family doctors should be trained in the application 
of pathological investigation (paragraph 160). 

8. Family doctors are making increasing use of electrocardiography 
and will require easy access to this service, with expert interpretation 
(paragraph 162). 

9. Hospitals should also provide adequate therapeutic services such 
as physiotherapy to help family doctors treat their patients (paragraphs 
163-165). 

10. The range and standard of work of family doctors are increased 
when they have hospital beds for patients who cannot be nursed at home 
(paragraph 169). 

11. Experience shows that anything beyond 30 minutes’ driving 
distance is likely to prevent the doctor from visiting general practitioner 
beds regularly (paragraph 169). 

12. Many hospitals in rural areas staffed by general practitioners and 
visiting consultants should be retained (paragraph 172). 

13. Peripheral out-patient departments and diagnostic centres offer 
many advantages to family doctors and their patients (paragraph 173). 

14. Experiments should be encouraged in the use of surplus general 
practitioner hospitals as health centres providing preventive, general prac- 
titioner and consultant services (paragraph 174). 

15. Experiments should also be made in the use of general practitioner 
beds at existing acute general hospitals (paragraph 175). 

16. The value of consultation should be made clear to students and 
hospital medical officers (paragraph 176). 

XV. EDUCATION AND THE FAMILY DOCTOR 

177. Medicine is advancing so rapidly that medical education can no 
longer be confined to the years before 'registration, 'but must be a continuing 
process. Nor can it 'be confined to the study of organic pathology ; it must 
be presented against 'the background of social pathology and the total 
environment of 'the individual. Education for work in any branch of 
medicine is undergoing modification in the light of this. 

178. In the pre-clinical years education in normal psychology and 
sociology is as important as any pre-clinical subject and must come to 
occupy part of the time hitherto given to other subjects. Such a course must 
be designed to 'be both educationally valuable and satisfying to the student. 

179. During the clinical training years students oontinue 'their education 
in scientific thinking. With the addition of cEnioal method they are acquir- 
ing and storing information for future use. This training 'is based on, and 
enlarged by, the new subjects for study which confront them in. the hospitals. 
This 'is not the 'time for learning to be a 'general praoti'tioner, any more 
than to be a surgeon or a medical officer of health. It is in these years, 
however, that consciousness of a patient’s environment must grow. Students 
appreciate opportunities to consider disease both as a subject for specialist 
and technical training and -also as a social and personal prdblem to the 
patient. The approach of their teachers to 'this, both in formal and informal 
teaching, 'is very important to the student’s early understanding of the 
relationship between 'hospital and family practice in medicine. 
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180. Though 'there should 'be no attempt in the years of clinical training 
to introduce detailed study of general practice, it is valuable for the student 
at this stage of his education to see the family doctor/patient relationship, 
even to take some share in it as he watches the flow of unsdeoted problems 
in a practice surgery. It is .the time to appreciate the value of the welfare 
and preventive services, their integration into general practice for meeting 
family needs and the significance of access of the public to medical care 
through the family doctor. This experience, in whatever form it can be 
obtained by visiting general practice, enriches 'his approach to cases that 
he studies in hospital. The majority of medical schools now give active 
support to their students in Obtaining it. It is 'accepted as beneficial to 
the student’s outlook, no matter what type of work he proposes to do after 
his training is completed. There is evidence .that appreciation of human 
environmental problems adds to the student’s own maturity and counteracts 
the sectional and mechanistic outlook itihait can .result from intensive academic 
training in matters of scientific exactitude and specialised technique. 

181. I't is unfortunate that in the crowded preregistration year time and 
facilities rarely exist at present for education in the wider sense. When 
an attitude to patients’ lives as a whole, with a valuation of social measures, 
has been acquired by the student before qualification he is likely to be a 
better doctor in this in-service hospital year. 

182. The evolution of University departments of general practice is at 
its beginning, and may take varying forms in different Universities. It is 
essential that an actual practice or practices should be a part of such a 
department. The emphasis on the human 'being as a member of society even 
when occupying a bed in a hospital ward will increase as a result of this. 
The mental discipline of academic thought applied to general practice will 
develop to provide for .training in medical thought, knowledge and enquiry, 
in social understanding and psychological insight, with the exercise of 
administrative capacity. This must modify medical .training as a whole. 

183. Postgraduate education is fundamental to the activities of the 
University department. The extension of opportunities for family doctors to 
pursue further education in such fields of work as sociology, psychology, 
anthropology or statistics must raise ithe intellectual quality of medico-social 
studies and work in the domiciliary field as a whole. Associated with this 
will be developments in 'research fostered in these departments of general 
practice. Research projects will arise often in association with other depart- 
ments of 'the medical school and may require collaboration with those 
involved in epidemiology, pathology, general medicine and psychiatry, or 
in sociology and economics. It follows that the scope of domiciliary medicine 
will extend and the status of well-trained family dootors wil-l be improved by 
this fresh emphasis on their work. The provision of doctors who have both 
experience in general practice and the qualities of mind and scholarship for 
Che staffing of such departments is a challenge to be met in the immediate 
future. 

184. A newly registered doctor who 'has decided to pursue^ one of the 
specialties knows that he has several years of study and experience before 
him, in order ultimately to be equipped, for the position of consultant. 
During this period of in-service training he also 'becomes an increasingly 
valuable member of 'the hospital staff. In contrast to this, a newly registered 
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doctor who intends to go into general practice has had no such clearly 
defined educational path to follow during the next few years of his 
professional life. In fact, so great is tire need today for additional help in 
practices of all types that he may fee tempted to take up his future work 
as assistant or even as a single-handed practitioner without any further 
training either in general or in more vocational subjects than he has had 
time for previously. Every entrant to general practice in any part of the 
country should have ttfae opportunity of specific training for work as a 
family doctor, and the need for this should be impressed on young doctors 
as well as principals who are choosing assistants or partners. 

185. Vocational training is basically different from undergraduate educa- 
tion in its focus upon special needs and special opportunities, bearing on the 
branch of medicine to 'be followed in the future. When the training is 
for general practice, there are gaps in the hospital experience obtained before 
registration. The posts already held of house officer, usually In medicine 
and surgery, need supplementing by gynaecology and obstetrics, paediatrics, 
psychiatry or a rotating post in the specialties including anaesthetics. 
A stereotyped programme is undesirable and emphasis on work in the 
out-patient departments is especially useful. We agree generally with 
the views expressed on this subject by the Platt Working Party in 
paragraphs 103-107 of their report. 

186. Throughout these additional hospital posts, and still more in the 
introductory period in general practice itself, the young doctor needs to 
develop his attitude to his profession. This is the period to appreciate 
the complexities of personal and social relationships: to develop the 
possibilities of working with the various social and medical agencies 
that are available. It is the period to meet for the first time common 
ailments not seen in hospital, to recognise opportunities for early 
diagnosis of causes of ill health and to identify those people vulnerable 
above average to physical and community ills. Above all the young 
doctor can experience the reality of continuous responsibility for those 
he cares for and understand what is involved in the patient-doctor 
relationship. 

187. Training in attitude and methods of work is given by experienced 
practitioners, whether as recognised trainers under the official training 
scheme or when educating a young doctor with a view to receiving him 
as partner after a period as assistant. This training involves discipline 
of thought, of work and of motive on the part of the teacher. Though 
the number of trainee general practitioners is still small compared to the 
number of assistants we were glad to learn that the latest figure, 237 on 
1st October, 1962, shows an increase of nearly 18 per cent in a year. 
We hope that this trend will continue, encouraged by the ceceort increases 
in the allowances for trainees and the publication last year of the College 
of General Practitioners’ valuable handbook “ Training for General 
Practice ”. 

188. The experimental Nuffield practitioner traineeships were designed 
to introduce future family doctors to practice without an abrupt break 
with hospital experience, and the lessons learnt from this scheme should 
be valuable in designing similar schemes in future. The first of the two 
years involved is spent in hospital with experience selected for its clinical 
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content and bearing on family practice. The second year is based on a 
general practice, where the trainee also has opportunities for seeing neigh- 
bouring practices and has sessions as a clinical assistant, preferably in the 
hospital in which he has just been a house officer. During this year 
he works with local authority staff in the practice and also for a period 
in the offices of the local authority. Thus the young doctor can see the 
Health Service as a whole and form a habit of correlating its branches 
which he can carry forward when established in practice. This experience 
gives some understanding of after-care, rehabilitation and resettlement and 
of the proper use of diagnostic services, the relationship with consultant 
staff over referred patients and the art of consultation. During this year 
the application of his knowledge of sociology and psychology should 
continue and mature. Easy and effective communication concerned with 
every part of the work of practice can develop and early experience can 
be gained in organisation and administration. 

189. We are impressed by the value of this designed vocational training 
and believe that the two years described are the desirable minimum that 
a family doctor of the future should undertake after registration. We 
recommend, therefore, that schemes of training on the lines of the Nuffield 
experiment should be started as quickly as possible in selected areas. 
It is also a training of value to doctors planning to follow other branches 
of medical work and may develop additional features as experience with 
it is gained. We believe that many young doctors in the future will wish 
to prepare themselves for establishment as principals in general practice 
by three or four years of training after registration. When young doctors 
make plans to become principals, either by means of a further period of 
assistantship with a view to partnership or in an advertised vacancy, they 
often do so in the neighbourhood of their place of vocational training. 
We consider it important that future opportunities for this planned training 
should be sited where the need for additional family doctors is greatest. 
There is advantage to the doctor in settling permanently where satis- 
factory relations are already established with hospital and local authority 
staffs. 

190. From the outset every family doctor runs the risk of falling 
behind in awareness of advances in medical knowledge. This is the result 
of the continuous impact on him of patients’ demands and the absorption 
of his time and strength in meeting them. If he loses intellectual appetite 
or if his sense of enquiry is numbed he may come to be the “ medical 
signpost” so popularly derided. Continuing education for family doctors 
must be aimed primarily at retaining and developing the open-mindedness, 
interest and mental appetite with which they entered their chosen field of 
practice. This is necessary but difficult, especially when the doctor is 
geographically or professionally isolated. Even when the family doctor 
is isolated, continuous review of the human and pathological problems 
that confront him through analysis of well kept records can be an 
important stimulus, leading to research into clinical material which can 
be seen only in family practice. 

191. Discussion with fellow practitioners and doctors in other pro- 
fessional fields sharpens the mind. The proposed establishment of medical 
centres attached to the larger regional hospitals will supply the need for 
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a meeting-place (see paragraph 151). The existence and use o£ a common- 
room and reading-room can remove the sense of isolation o£ which some 
general practitioners complain even when working in built-up areas. The 
appointment o£ a clinical tutor at each centre will supply advice when 
the family doctor has educational wants that he realises but does not 
know how to meet. The activity of medical centres must be sufficient to 
retain the interest of the older family doctor and lead him to developments 
worthy of his increasing experience. In the educational atmosphere of 
these centres formal teaching sessions and ward-rounds can be amplified 
by discussions and conferences. Rotating clinical associateships will lead 
on to more permanent appointments as members of the hospital team 
in many departments, with the possibility of obtaining higher appoint- 
ments. Supernumerary temporary appointments to a department are 
planned to allow a depth o£ study where the family doctor will obtain what he 
needs in his own way by working for an extended or concentrated period of 
time. This plan is easily applicable to obstetrics amd many other specialties. 

192. The educative value of true consultation has been emphasised 
repeatedly in our report (see especially paragraphs 114 and 176). 

193. Work in the organisational side of the Health Service on local medical 
committees, executive councils, hospital management committees, hospital 
boards, or the health or other committees of local auhorities, quickens the 
wits and broadens the knowledge of those doctors who undertake it. 

194. Time must be found for educational activities. If general practice 
is to be vital and up-to-date, fulfilling its potential, the time for education 
in the broadest sense must be considered as a normal part of the doctor’s 
year and definite periods of sabbatical leave should be granted every few years. 
Ain increasing number of partnership deeds include a clause relating to study 
leave. We believe that it should be possible for every family doctor to spend 
five per cent of his professional time in study. 

195. There are special developments within general practice or alongside 
it for which a general practitioner may wish to equip himself with a long- 
term aim. Some may feel an increasing interest in social medicine and add a 
part-time appointment in the public health field or 'even move wholly into it 
later. Others may have a special clinical interest outside their practices 
and choose to acquire special knowledge and skill in this. 

196. It should be possible for a family doctor to equip himself by experi- 
ence and study to diverge from general practice if he chooses. Hitherto 
under the Health Service it has been hard to move from general practice 
to hospital work, but with the introduction of the new intermediate grade of 
hospital staff (the so-called “ medical assistant ”) family doctors should be 
able to get hospital posts in which they will have the opportunity of becoming 
qualified for consultant appointments. 

197. To obtain a higher degree or diploma during a busy practice life 
entails hard work, self-sacrifice and discipline. The postgraduate dean, the 
clinical tutor or the University department of general practice should be 
able to advise on the specialist help that a family doctor may require under 
particular circumstances. 

198. Teaching at every level requires teachers, and many of the teachers 
and trainers throughout the field of general practice must themselves be 
general practitioners. The development of general practice as an essential 
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component o£ University teaching of medicine will be arrested unless some 
family doctors share in the teaching. The teachers will require scholarship 
and intellectual quality, experience in general practice both in this country 
and widened by visits abroad. This is a stimulating prospect for young 
doctors but a very demanding one. It will be achieved at first by a 
determined few, and by them only if the posts for which they can strive 
to fit themselves are seen to exist and opportunities for the special training 
required are encouraged. 

199. Hitherto the expenses of family doctors attending refresher courses 
(including am allowance for a locum where necessary) have been paid but there 
has been no direct encouragement to a family doctor to maintain or improve 
his skill by continuing education. We therefore welcome the first step 
taken, by agreement between the profession and the two Health Departments, 
to provide such an encouragement, by setting aside from 1st April, 1963 
£250,000 a year for five years from the Central Pool to form a Postgraduate 
Education Fund, out of which a payment of £60 will be made to any 
practitioner who attends the required number of refresher courses within 
that period. We believe that the allowances for expenses should be adequate 
to remove the financial obstacles to continuing education and that the pay- 
ments from the Pos tgraduate Education Fund (supplemented by the Exchequer 
if necessary) should be large enough to constitute a real incentive. 

Summary of Main Recommendations 

1. Education in sociology and normal psychology is as important as in 
other pre-clinical subjects (paragraph 178). 

2. In the clinical years the student should visit general practice to see 
the scope of domiciliary medicine (paragraph 180). 

3. A general practice or practices must be part of each University 
department of general practice (paragraph 182). 

4. These University departments should be active in undergraduate and 
post-graduate education 'and research (paragraph 183). 

5. Every entrant to general practice should have the opportunity of 
specific training for this work (paragraph 184). 

6. The future general practitioner must be trained by suitable post- 
registration hospital posts (paragraph 185). 

7. The experimental Nuffield practitioner traineeships have been valuable 
and schemes of training on these lines should be started in areas where the 
need for additional family doctors is greatest. A two-year vocational training 
is the minimum that a future family doctor should have after registration 
(paragraphs 188-189). 

8. Every family doctor should be able to spend 5 per cent of his 
professional time in study (paragraph 194). 

9. Family doctors should be able to qualify for other types of work, 
including consultant pasts (paragraphs 195-196). 

10. Many of 'the teachers and trainers throughout the field of general 
practice must themselves be general practitioners (paragraph 198). 

11. Allowances for expenses should be adequate to remove the financial 
disincentive to continuing education (paragraph 199). 
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XVI. CONCLUSION 



The Place of the Family Doctor To-day 

200. General practice must be considered in the context of a society 
which, because of widely known improvements in treatment, no longer 
expects to suffer either illness or early death but thinks of health and 
happiness as a right. People are expecting, and becoming steadily more 
accustomed to, better standards of care and amenity in the National Health 
Service. The published plans for hospital care, which is highly expensive and 
is required by the relatively few, and for community care for the mother 
and child, the mentally ill and subnormal, the handicapped and the aged, 
dovetail into a pattern into which continuing care of the individual by the 
personal doctor fits as the central part. Social relationships and medical 
techniques are so complex to-day that the patient experiences the services 
of a number of persons with separate skills: the necessity for one person, 
familiar to him, to whom, he can turn in need grows as complexity increases. 

Thus the general practitioner’s field of work has no formal limit. It is 
his contribution as .the medical adviser who knows his patient as a person 
and as a member of the extended family as it evolves and develops that 
is specially important. The other health and welfare services depend on 
him for their effectiveness, and he is in the position to influence their 
development by his identification and interpretation of the patients’ needs. 
Above all, he has unique opportunities to husband the health of his flock, 
to detect incipient disorder at the earliest point and to give advice that 
can reduce the risk of it occurring, postpone its onset or lessen its impact. 

T he Need for Studies of General Practice 

201. In our task of assessing the range of care to be offered by the 
family doctor in our society in the next ten to fifteen years we were hindered 
considerably by the scarcity of objective studies of what the general 
practitioner does to-day or of alternative methods of organisation for 
doing it. This contrasts with the series of special studies and experiments 
which preceded the Hospital Plan. We realise that these studies were in 
terms of hospital buildings and services and not of professional work. 
Studies for our purposes could have been undertaken on a similar scale 
only if the need had been recognised and support had been given to them 
by the Ministry and the medical schools and other professional bodies. 
We think it right to draw attention to the deficiency both because of its 
relevance to our enquiry and because cf the signs that the time is now ripe 
for objective examination of the work of the family doctor. The change 
in the climate of opinion has been noticeable even in the 18 months since 
our first meeting. 

Though the work of a family doctor is harder to assess in quantitative 
terms than that of a hospital department there are a number of ways in 
which it can be measured. Investigations carried out by Universities, medical 
schools and the College of General Practitioners can be supplemented by 
evidence from such sources as the regional medical advisers we have 
recommended, the Society of Medical Officers of Health and the Ministry 
of Pensions and National Insurance, who all see the family doctor’s work from 
different angles. Some Executive Councils also could make valuable studies 
of the working of the general medical services in their areas if their 
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staffs were strengthened and relieved by the use of modem mechanical 
methods of much of their present burden of routine work. Their investiga- 
tions could be co-ordinated by a cental operational research department, 
with a mobile team able to attach itself to any Executive Council office. 
Sampling techniques in regard to populations observed would be worked 
out with care, and material collected for special purposes or derived from 
existing documents would be subjected to statistical evaluation. The docu- 
mentation already undertaken in the National Health Service could be 
put to good use in terms of new knowledge. 

We do not mean to imply that there is a prospect that family doctors 
should be made to comply with a particular pattern of practice which research 
had proved to be theoretically the most efficient. This is obviously out of 
the question and unacceptable. We are convinced however that the doctors’ 
strongest motive is a sense of vocation, and that they would therefore be 
glad to apply in their practices the knowledge gained from these studies and 
experiments. 

In the absence of objective data we have relied on our belief in the value 
of the traditional concept of the family doctor and on subjective assessments 
of his meeds. We are not suggesting that our conclusions are thereby 
invalidated, but we think that if a committee were appointed in a few years 
time to review the matter again it would be much helped by objective studies 
carried out during the intervening period. 

The Need to Maintain Professional Competence in the face of the Rapid 

Development in Medicine 

202. A severe handicap to general practice, alone of all branches of the 
profession, has been the doctor’s professional isolation, which has increased in 
this century. The means for overcoming this and for keeping contact with his 
colleagues and the main body of medical knowledge are : 

(а) To work in groups. Apart from the well-recognised .advantages to 
the practice itself, grouping makes it easier for doctors to work part- 
time in the hospital or public health service and to keep in touch 
with colleagues in the area, for example through the proposed medical 
centres in district hospitals, local medical societies and the Faculties of 
the College of General Practitioners. 

(б) To work part of the time in a team in hospital or clinic as part of 
(normal professional life. Family doctors develop skills and am out- 
look related especially to their function of providing care directly to 
the patient in his own environment. In present circumstances this 
leads to professional isolation. Not until developments such as the 
proposed new intermediate grade of hospital medical staff become a 
reality will family doctors be enabled to contribute fully to care of 
patients in hospital and, equally, ito regain the means to provide the 
care demanded of the modern family doctor. In gaining from hos- 
pital work, family doctors will pass on the benefit to the community 
in many ways. Guidance in family problems of all kinds, after- 
care and rehabilitation, particularly of those suffering from long-term 
diseases, (are examples. There is a need here for the hospital con- 
sultants to appreciate that their own work is interdependent with 
general practioe. 
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(c) To douMiniue has education. The urge of the family doctor to develop 
and maintain his skill is the basic requisite in all that we recommend 
and anticipate. He has the double task of keeping abreast of new 
advances in the specialties and at the same time extending the 
dimensions of general practice, particularly in the social aspects of 
family care. To continue the process of education after establishment 
in practice requires both intellectual appetite and opportunity. We 
need to explore new methods of adult education. University depart- 
ments of general practice will be of considerable help in this work. 

If the resources of general practice are properly deployed to make the 
best use of medical manpower, and if district hospitals serve as focal points 
of medical interest and professional relationships of all doctors in an area, 
a high quality of medical practice can result. 



The Need for Adequate Stag, Equipment and Premises 

203. The modern doctor ought not to be left to labour alone without help 
and without modem tools as a “ cottage industry ”. Wherever he practises 
he needs skilled help and up-to-date equipment and premises just as does the 
doctor in hospital. The attachment .to individual practices of local authority 
staff working in the domiciliary field is a particularly valuable way of 
enabling the family doctor to extend the scope and depth of his work. 
He also needs help in the organisation of his practice and we would stress 
again that studies of the relative advantages of alternative methods of 
organisation are urgently needed. 



Obstacles to Good General Practice 

204. The real incentive to good general practice is and can only be 
the professional conscience and sense of vocation of the doctor himself. 
Without this other incentives are vain. Nevertheless it does not follow that 
high standards should not attract high financial rewards ; and certainly high 
standards ought not to involve financial loss. The system of remuneration 
is outside our terms of reference but we have drawn attention to. ways in 
which it does not seem to fit in with the objectives we have enumerated. 
For example, quality of professional work in general practice has never 
been recognised as worthy of financial recognition as such. We are aware 
that the profession has only recently rejected the principle of differential 
payments for distinguished practice, but in looking into the future we do not 
believe that fliis will remain the last word on the matter. Again, while the 
practice expenses of family doctors as a whole are reimbursed to the Central 
Pool, the individual doctor’s pay does not rise with his own expenses. If 
he improves his premises and equipment or employs more ancillary help 
he has less money to spend on other purposes. Other examples of what 
we have in mind are the counting of payment for hospital work against 
the total sum available for family doctors’ remuneration and the loss of 
income suffered by any family doctor who limits his list in order to work 
as a clinical assistant and so maintain functional contact with the hospital 
service. We think the objective studies of general practice that we have 
recommended should cover the question of financial obstacles to better 
general practice, bearing in mind its future potentials. 
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Preparation for General Practice 

205. A recent study has drawn attention to the sense of vocation of the 
medical student to-day. If this is to be harnessed and if the student is to 
be prepared to respond to the challenge of general practice as we have 
described it the undergraduate curriculum should be more generally orientated 
towards awareness of the community as well as of the individual. The 
preparation of doctors for the specialised work of general practice demands 
enthusiasm, experiment and criticism. It is clear that University depart- 
ments of general practice are needed urgently. The years of training after 
qualification required for the best results may prove to be as many as 
three or four and we have suggested ways in which such training might be 
organised. 

The Structure of the Health Service 

206. In relation to all the issues we have considered in this report we 
have had in mind the possible results of unification of the tripartite 
administrative structure of the National Health Service. We have come 
to the conclusion that the flow of the work of the family doctor can be 
channelled effectively through the hospital and local authority services in the 
present divided scheme. The common cause of human wellbeing, the drive 
of professional activity in the different sections of the Service and sound 
and active personal relationships throughout are what is needed for this 
to be achieved. We do not consider that a change in the administrative 
structure is an essential pre-requisite to the development of the Service. 
On the contrary any such change would come better as a sequel of functional 
unification in some degree. The central position of the family doctor, 
mobilising for. his patient all the resources of hospital and local health and 
welfare services, gives him a unique opportunity to bring this functional 
unification about. 

Summary 

1. The function of the family doctor in co-ordinating the resources of 
hospital and community care on behalf of his patient is potentially greater 
to-day than ever before. He alone can consider prevention, diagnosis and 
treatment of disease in the individual in relation to his family and working 
background. 

2. Studies in the work and organisation of general practice are urgently 

needed if the best use is to be made of valuable resources. 

3. lit is essential to overcome the professional isolation of the family 
doctor by such methods as group practice, hospital work and continuing 
education, and the doctor himself must be active in these respects. 

4. The family doctor needs adequate tools to do his job properly. These 
include premises, equipment and ancillary staff. 

5. There should be objective study of the question whether certain aspects 
of the remuneration system constitute obstacles to the highest standards of 
general practice. 

6. The undergraduate curriculum needs to be orientated towards aware- 
ness of the community as well as the individual. We have suggested ways 
of improving the arrangements for preparation of doctors for general practice. 

7. Change in the administrative structure of the National Health Service 
is less important in this context than functional unification through the family 
doctor. 
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APPENDIX I 



List of individuals and bodies giving evidence 

We made no attempt to obtain from the numerous bodies concerned their 
views on the whole question of the future of general practice. These views were 
in most cases well known to us, and we had the advantage of the publication 
during our deliberations of the first statement on the subject by a committee 
representing every section of the medical profession, the Medical Services 
Review Committee, who devoted a chapter of their report to general practice. 
We did, however, receive written or oral evidence, for which we are most 
grateful, on special aspects of our problem from the following organisations 
and individuals, many of whom we met on our visits to group practices, health 
centres and hospitals. 

Dr. J. M. Alston 
Dr. J. Badenoch 
Dr. H. J. Bliss 
Mr. D. C. Bowie 

British Medical Association — General Medical Services Committee 
British Medical Students’ Association 
Dr. J. C. Brocklehurst 
Professor J. H. F. Brotherston 

Bushey and District Hospital Medical Staff Committee 
Dr. N. R. Butler 
Dr. S. J. Carne 

County Medical Officer of Health, Cambridgeshire 
County Medical Officer of Health, Hampshire 
County Medical Officer of Health, London 
County Medical Officer of Health, Oxfordshire 
County Medical Officer of Health, Staffordshire 
Dr. H. L. Craig 
Dr. D. L. Crombie 

Darbishire House Health Centre (Drs. Ashworth, Davie, Goldie, Gunn 
and Lenten) 

Dr. W. E. Dornan 
Dr. R. Dreaper 
Dr. J. R. Ellis 
Dr. H. C. Faulkner 
Dr. G. H. Fisher 
Professor C. M. Fleming 

Flintshire General Medical Practitioners’ Association 

Dr. J. M. Forbes 

Dr. J. I. M. Forsyth 

Dr. A. M. Freeman 

Dr. J. Fry 

Dr. R. G. Gibson 

Dr. T. H. H. Green 

Dr. K. T. Grey 

Dr. F. C. Heatley 

Dr. C. H. Stewart Hess 
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Dr. A. Hollingworth 
Dr. E. J. Horder 
Dr. J. P. Horder 
Dr. H. I. Howard 
Dr. H. L. Glyn Hughes 
Dr. L. H. Hutchinson. 

Dr. W. Jack 
Mrs. M. Jefferys 
Dr. G. Lawrence 

Liverpool Regional Hospital Board 
Dr. R. Macdonald 
Professor A. Mair 
Dr. R. M. S. Matthews 
Medical Officer of Health, Brighton 
Medical Officer of Health, Bristol 
Medical Officer of Health, Cardiff 
Medical Officer of Health, Oxford 
Medical Officer of Health, Sheffield 
National Birthday Trust Fund 
Dr. R. C. Nimmo-Smith 

North West Metropolitan Regional Hospital Board 

Dr. P. O’Brien 

Dr. J. G. Ollerenshaw 

Dr. J. Orr 

Oxford Regional Hospital Board 

Dr. J. A. Paterson 

Mr. R. E. Peers 

Sir George Pickering 

Dr. L. A. Pike 

Sir Robert Platt 

Royal College of Obstetricians and Gynaecologists 
Dr. A. Ryle 
Dr. R. Scott 

Sheffield Regional Hospital Board 
Dr. J. Sluglett 

South East Metropolitan Regional Hospital Board 

Dr. C. Steen 

Dr. I. W. Stoddart 

Dr. G. Swift 

Dr. W. G. Tait 

Lord Taylor 

Dr. M. D. Warren 

Dr. G. I. Watson 

Dr. W. G. White 

Dr. A. G. W. Whitfield 

Dr. J. W. Wigg 
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APPENDIX II 



Statistical Tables 

TABLE I 

Domiciliary Consultations by Consultants in contract tvith Regional Hospital 
Boards in the year ended 30th September, 1962, by specialty. 

Number of 

Specialty Consultations 

General Medicine 69,546 

Paediatrics 13,214 

Infectious Diseases 855 

Diseases of the Chest 13,080 

Dermatology 7,111 

Neurology 2,519 

Cardiology 1,432 

Physical Medicine 3,254 

Venereal Disease 72 

Geriatrics 13,435 

General Surgery 50,308 

Ear, Nose and Throat 7,677 

Traumatic and Orthopaedic Surgery 17,818 

Ophthalmology 7,552 

Radiotherapy 1,569 

Urology 544 

Plastic Surgery 115 

Thoracic Surgery 391 

Dentistry 148 

Neurosurgery 879 

Anaesthetics 847 

Gynaecology and Obstetrics 21,898 

Pathology 12,861 

Radiology 11,1 30 

Subnormality and Severe Subnormality 452 

Mental Illness 33,091 

Mental Illness (Children) 244 

Orthodontics 7 



Total ... 292,150 



(Total for previous year 280,816) 
60 



Printed image digitised by the University of Southampton Library Digitisation Unit 



TABLE II 

Running Cosis at Typical Health Centres and Group Practices, 1960 





' Patients on 
G.P.s’ lists 


Annual Average 
Cost to each G.P. 


Annual Average 
Cost to each G.P. 
per patient (average) 




A 


13,500 


£ 

30-120 


101d. 




B 


7,000 


48-243 


3s. 6d. 


» ” 


C 


8,000 


350 


5s. 3d. 




D 


22,500 


580 


3s. 7d. 




E 


16,500 


865 


6s. 5d. 




F 


12,250 


770 


5s. 8d. 




G 


11,950 


850 


7s. 2d. 


" 


H 


8,500 


750 


7s. 2d. 



TABLE III 

Average numbers of applicants per advertised practice vacancy 



Year 


Applicants per Vacancy 


1956 


43 


1957 


35 


1958 


31 


1959 


24 


1960 


18 


1961 * 


17 


1962 * 

* 1 2 months to 30th September. 


17 



TABLE IV 



Analysis of applications for advertised vacancies in the year 
ended 30th September, 1962 





Vacancies 


Applications 


Average applications 
per vacancy 


South of England 

North of England 

Wales 


98 

86 

12 


2,352 

927 

66 


24 

11 

5* 


Total ... 


196 


3,345 


17 
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TABLE V 



Percentage of Patients in Designated Areas, 1952-1962 

(Designated areas are those where the “ overspill ” over an average list of 
2,500 may be sufficient to enable a doctor to develop a new practice, or where 
there are other considerations such as excessive outside commitments or new 
building which may have the same effect.) 

Percentage of patients 
in designated areas 



1st July, 1952 51.5 

1st July, 1953 38.9 

1st July, 1954 27.3 

1st July, 1955 23.4 

1st July, 1956 21.7 

1st July, 1957 19.4 

1st July, 1958 18.6 

1st July, 1959 19.9 

1st July, 1960 20.1 

1st October, 1961 17.1 

1st October, 1962 ... ... 17.6 



TABLE VI 



General Practitioners holding paid appointments in hospitals (excluding those 
attending patients in General Practitioner Hospital Units under Section 10(a) 
of the Terms and Conditions of Service) by Specialty, 30th September, 1962 



Specialty 


Number of G.P.s 


Whole-time Equivalent 


General Medicine 


658 


112 


Paediatrics 


70 


13 


Infectious Diseases 


39 


10 


Diseases of the Chest 


42 


11 


Dermatology 


148 


26 


Neurology 


18 


3 


Cardiology 


7 


2 


Physical Medicine 


48 


10-5 


Venereal Disease 


45 


8 


Geriatrics 


246 


56-5 


General Surgery 


187 


32 


Ear, Nose and Throat 


194 


42-5 


Traumatic and Orthopaedic Surgery 


111 


22 


Ophthalmology 


149 


35 


Radiotherapy 


12 


3-5 


Urology 


5 


0-5 


Plastic Surgery 


2 


1 


Thoracic Surgery 


4 

62 


1 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Specialty 


Number of G. P.s 


Whole-time Equivalent 


Neurosurgery 


5 


1-5 


Anaesthetics 


617 


123 


Gynaecology and Obstetrics 


297 


46-5 


Pathology 


14 


4 


Radiology 


20 


3-5 


Blood Transfusion 


29 


10-5 


Mental Subnormality 


30 


6 


Mental Illness 


109 


27 


Mental Illness (Children) 


6 


2 


Casualty 


235 


35-5 


Other 


61 


9-5 


Total ... 


3,408 


658-5 


(Previous year 


3,356 


616) 



TABLE VII 

General practitioners holding paid appointments in hospitals (excluding those 
attending patients in General Practitioner Hospital Units under Section 10(a) of 
the Terms and Conditions of Service) by Employing Authority, 30th September, 

1962 

Employing Authority Whole-time equivalent 

Regional Hospital Boards 
Newcastle 

Leeds 

Sheffield 

East Anglian 
N.W. Metropolitan 
N.E. Metropolitan 
S.E. Metropolitan 
S.W. Metropolitan 

Oxford 

South Western ... 

Welsh 

Birmingham 
Manchester 
Liverpool 
Wessex 



Provincial Teaching Hospitals 

London Undergraduate Teaching Hospitals 
Post-graduate Teaching Hospitals 



Total ... 



49 
63 
52 
15 

30-5 

21 

36 

38-5 

23-5 

46 

50 
90 

48-5 

20-5 

22-5 



606 



11 

27 

15 



659 
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TABLE VIII 

Pathological and Radiological Work — 

Total and work done for General Practitioners, 1958-1962 



Pathology (patient requests) 
Thousands 


Radiology (units of treatment) 
Thousands 




Total 


For G.P.s 


% for G.P.s 


Total 


For G.P.s 


% for G.P.s 


1958... 


15,954 


887 


5-6 


20,509 


1,826 


8-9 


1959... 


17,279 


1,006 


5-8 


21,127 


1,885 


9-0 


1960... 


18,988 


1,185 


6-2 


21,788 


1,966 


9-0 


1961... 


20,603 


1,349 


6-5 


22,481 


2,046 


9-1 


1962... 


22,594 


1,546 


6-8 


23,512 


2,149 


9- 1 
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TABLE IX 

Pathological and Radiological Work— Total and work done for General Practitioners, by Regions, 1962 
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